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ABSTRACT
AN EDUCATIONAL INTERVENTION ADDRESSING POSTPARTUM
DEPRESSION: A PILOT STUDY
by
BRITTANY GRISSETTE
Postpartum depression (PPD) affects one in seven women; however, only
15% of women with PPD seek psychological help. Perceived stigma and lack of
knowledge regarding PPD have been identified as barriers that prevent women
from seeking help. The purpose of this study was to evaluate a theory-based,
antenatal educational intervention that addresses barriers to help-seeking
behavior for the treatment of PPD. The goal of the proposed intervention was to
enhance pregnant women’s willingness to seek psychological help should they
develop PPD by decreasing stigma and increasing knowledge.
A single group, pre-test post-test, quasi-experimental, pilot study was
conducted with a non-randomized sample of 24 pregnant women. Participants
were predominately Caucasian (62.5%). The mean age of the group was 26.54
years (SD = 4.60) and ages ranged from 19 to 35. The mean gravida of the
participants was 1.79 (SD= 1.06) and the mean para was .88 (SD = .992) with
the number of children ranging from 0 to 3. More than 60% of the participants
were married (50%) or partnered (12.5%) and denied a history of mental illness
(62.5%).
Findings from the Inventory of Attitudes Towards Seeking Mental Health
Services (IASMHS) and the Beliefs About Psychological Services (BAPS)
iv

showed that participants reported less stigmatizing views towards seeking
psychological help for PPD after the educational intervention as compared to
before the intervention (p = < .001; p = .003). Participants also reported
increased willingness to seek psychological help for PPD following the
intervention (p = < .001; p = .003). Additionally, findings based on the Knowledge
of Postpartum Depression (KPPD) showed a significant increase in knowledge of
PPD after the intervention (p = .001).
Future research should focus on further development of the educational
intervention to include detailed information regarding how to seek help and the
addition of significant others as participants. Providing women with more helpseeking information and including their significant other in the intervention may
be instrumental for further increasing women’s willingness to seek help while
decreasing their significant other’s stigmatizing views regarding PPD and helpseeking. If significant others understand PPD and the maternal benefits of
seeking help, they may serve as a facilitator to women’s help-seeking behavior.
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CHAPTER I
INTRODUCTION
This pilot study was designed to evaluate a theory-based, antenatal
educational intervention intended to enhance pregnant women’s willingness to
seek psychological help should they recognize symptoms of postpartum
depression (PPD). The intervention was focused on addressing barriers that
affect help-seeking behavior for the treatment of PPD. These barriers are lack of
knowledge of PPD and perceived stigma regarding seeking psychological help
for the treatment of PPD (Byatt et al., 2013a; Freed et al., 2012; Hannan, 2016;
Henshaw et al., 2016). It is hypothesized that an intervention addressing these
barriers can increase pregnant women’s willingness to seek psychological help
for PPD by enhancing their knowledge of PPD and decreasing perceived stigma
associated with help-seeking behavior.
This chapter provides an overview of PPD, the significance of the
problems associated with untreated PPD, and a brief description of the barriers
that prevent help-seeking behavior. Knowledge gaps and the significance of the
research are identified, use of the Health Belief Model (HBM; Rosenstock, 1974)
as a guiding theory for the study is proposed, followed by identification of the
purpose, research questions, and hypotheses.
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2
Background and Significance
PPD, the most common complication of the postpartum period, affects as
many as one in seven women (American College of Obstetricians and
Gynecologists, 2015; American Psychological Association, 2019; March of
Dimes, 2019). However, PPD continues to be underdiagnosed and undertreated
(Bass & Bauer, 2018). This finding is particularly concerning since when
untreated, PPD can result in long-term maternal and child complications
(Foulkes, 2011; Freed et al., 2012).
Postpartum Depression
PPD is a postpartum mood disorder that occurs in the first year following
childbirth (American College of Obstetricians and Gynecologists, 2013). Signs
and symptoms of PPD may include persistent sadness, anxiety, hopelessness,
irritability, guilt, insomnia, and feelings of self or infant harm (American College of
Obstetricians and Gynecologists, 2013; Drake et al., 2014). Women with PPD
may also have trouble completing daily care activities and functioning in social
and occupational settings (Bass & Bauer, 2018; National Institute of Mental
Health, 2017). Symptoms of PPD typically occur approximately two weeks after
childbirth but may not appear for several months following delivery (American
College of Obstetricians and Gynecologists, 2013). PPD responds best to
treatment when diagnosed early and results in fewer maternal and infant
complications (American College of Obstetricians and Gynecologists, 2013);
however, many women suffering from PPD wait until crisis point to seek
psychological help, if they seek help at all (Foulkes, 2011; Rai et al., 2015). The
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American College of Obstetricians and Gynecologists (2018) recommends that
healthcare providers complete a mood and emotional well-being assessment on
all women during the postpartum period, and this includes screening for PPD. If a
woman is diagnosed with PPD, psychotherapy and pharmacological therapy
have been found to be effective forms of treatment (American College of
Obstetricians and Gynecologists, 2016b).
Postpartum Blues
PPD is often confused with postpartum blues, a less severe postpartum
phenomenon that occurs in up to 85% of women (Rai et al., 2015). Postpartum
blues typically occurs one to three days after childbirth and resolves, without
treatment, by the end of the second postpartum week. Signs and symptoms of
postpartum blues may include sadness, frequent crying, anxiety, and
restlessness (American College of Obstetricians and Gynecologists, 2013;
McCarty, 2016). However, unlike PPD, postpartum blues does not affect a
woman’s ability to function in daily activities (Bass & Bauer, 2018; Rai et al.,
2015).
Maternal Effects of Postpartum Depression
The entrance into motherhood is thought to be a time of happiness and
excitement; however, up to 25% of women suffer from PPD in the first
postpartum year (American College of Obstetricians and Gynecologists, 2015;
March of Dimes, 2016). PPD significantly impairs women’s quality of life in
multiple aspects such as marital relationships, social functioning, occupational
functioning, personal care, and household care (Sadat et al., 2014). Women who
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experienced PPD described it as “nightmarish”. They also reported feeling lonely,
isolated, ashamed, and as if they had failed as a mother (Haga et al., 2011;
Hannan, 2016). In addition, some women have reported self-harm due to feelings
of failure (Hannan, 2016). According to the American College of Obstetricians
and Gynecologists (2016a), self-harm is not uncommon among women with
PPD.
Moreover, maternal death from suicide exceeds maternal mortality caused
from both pregnancy-associated hemorrhage and hypertensive disorders
combined (American College of Obstetricians and Gynecologists, 2016a). A
study conducted of postpartum women (n = 1,073) regarding suicide ideation in
the postpartum period found that 6% (n = 64) of participants reported suicide
ideation when including the response “hardly ever” as an indicator of suicide
ideation (Bodnar-Deren et al., 2016). When excluding this response, 2% (n = 24)
of participants reported suicide ideation. Positive PPD screens were significantly
correlated with suicide ideation (Bodnar-Deren et al., 2016). In another study of
postpartum women (n = 4150), results showed that 9% (n = 374) of participants
reported suicide ideation (Howard et al., 2011). This study also found PPD to be
significantly associated with suicide ideation (Howard et al., 2011). These
findings clearly warrant a need to increase help-seeking behavior to prevent
devastating consequences among women with PPD.
Child Effects of PPD
Women are not the only ones affected by PPD (Goodman et al., 2011;
Khan et al., 2014; Murray et al., 2014). PPD can cause women to perceive their
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infants with negative emotions. This negative perception can result in a lack of
affection and bonding between the mother and infant. Bonding is an important
component involved in developing an adequate maternal-infant attachment.
Therefore, a lack of bonding adversely affects infant development and maternalinfant attachment (Lefkovics et al., 2018). In infants, inadequate attachment has
been associated with failure to thrive, language delays, and delayed social
interaction (Bass & Bauer, 2018; Scheffler et al., 2018). Mothers with PPD are
less likely to interpret infant cues which can result in feeding and sleeping
difficulties in the infant. These mothers are also less likely to take their infants to
well-child visits and obtain recommended vaccinations which are detrimental to
the infants’ health (Madlala & Kassier, 2018). Research shows that women with
PPD are more likely to formula feed, instead of breastfeeding, and also place the
infant on their stomach to sleep (Bass & Bauer, 2018; Madlala & Kassier, 2018).
This is concerning since both practices are associated with an increased risk of
sudden infant death syndrome (Centers for Disease Control and Prevention,
2018; National Institutes of Health, 2019).
The child effects of PPD are long-term, lasting far beyond infancy.
Children and adolescents of women with PPD experience cognitive and
emotional delays and have higher levels of general psychopathology,
depression, and negative behavior (Drake et al., 2014; Goodman et al., 2011;
Khan et al., 2014; Murray et al., 2014). They are also at a higher risk of obesity
due to less engagement in physical activity and lack of nutritionally balanced
meals (Madlala & Kassier, 2018). These negative effects on the mother and child
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clearly warrant a need to increase the rate of help-seeking behavior among
women with PPD.
Barriers to Help-Seeking Behavior
PPD is the most underreported, underdiagnosed, and undertreated
complication of the postpartum period (Bass & Bauer, 2018; Rai et al., 2015).
Approximately 85% of women who experience signs and symptoms of PPD fail
to seek psychological help (Corrigan et al., 2015; Postpartum Progress, 2016).
Lack of knowledge of PPD and perceived stigma towards seeking psychological
help for the treatment of PPD are barriers that prevent women from seeking
psychological help (Bell et al., 2016; Byatt et al., 2013a; Dunford & Granger,
2017; Foulkes, 2011; Freed et al., 2012; Hannan, 2016; Henshaw et al., 2016;
Thomas et al., 2014). Therefore, an antenatal educational intervention
addressing the barriers regarding knowledge of PPD and perceived stigma for
seeking treatment is needed to increase women’s willingness to seek
psychological help.
Knowledge Gaps and Significance of this Research
Researchers have identified two main barriers that prevent women from
seeking psychological help, lack of knowledge regarding PPD and perceived
stigma associated with seeking help (Bell et al., 2016; Byatt et al., 2013a;
Dunford & Granger, 2017; Foulkes, 2011; Freed et al., 2012; Hannan, 2016;
Henshaw et al., 2016; Thomas et al., 2014). However, prior research has
focused on preventing or reducing symptoms of PPD (Maimburg & Vaeth, 2015;
McCarter-Spaulding & Shea, 2016; Milgrom et al., 2011; Moshki et al., 2013;

7
Phipps et al., 2013). In order for interventions aimed at treating and reducing
symptoms of PPD to be effective, women must first seek help. To increase helpseeking behavior, lack of knowledge regarding PPD and perceived stigma
associated with help-seeking behavior must be addressed. Several interventions
have addressed lack of knowledge related to PPD (Dwanyen & Han, 2018;
Maimburg & Vaeth, 2015; McCarter-Spaulding & Shea, 2016; Milgrom et al.,
2011; Moshki et al., 2013; Phipps et al., 2013); however, only one intervention
has addressed perceived stigma associated with help-seeking behavior
(Thorsteinsson et al., 2018).
It is concerning that researchers are failing to address perceived stigma
associated with help-seeking behavior for PPD because there is ample evidence
in the literature to show this is a main barrier to help seeking. Throughout the
literature, women reported not seeking help for PPD due to fears of being judged
by providers, family members, and friends (Bina, 2018; Byatt et al., 2013a;
Foulkes, 2011; Rouhi et al., 2019). Women also reported not seeking help to
avoid being labeled as psychiatric or mental patients (Bina, 2018; Henshaw et
al., 2016; Rouhi et al., 2019). Other women failed to seek help because they
were embarrassed to admit that they were not coping as mothers (Byatt et al.,
2013a; Hadfield & Wittkowski, 2017; Henshaw et al., 2016). To avoid admitting
that they were defeated or inadequate mothers were also reported as reasons
not to seek help for PPD (Button et al., 2017; Bina, 2018; Foulkes, 2011; Hadfield
& Wittkowski, 2017; Henshaw et al., 2016).
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There is a critical need for an educational intervention that addresses
barriers of help-seeking behavior for the treatment of PPD, specifically perceived
stigma associated with help-seeking behavior. Increasing the rate of helpseeking behavior among women who develop PPD can result in improved
maternal QOL, reduced rates of maternal suicide, enhanced maternal-infant
attachment, and decreased cognitive and behavioral complications in children.
These maternal and child benefits of increased help-seeking behavior clearly
warrant the development and implementation of an educational intervention
focused on addressing barriers that prevent help-seeking for the treatment of
PPD. An educational intervention, based on the concepts of the HBM, has the
potential to increase women’s willingness to seek psychological help if they were
to develop symptoms of PPD.
The Health Belief Model
The HBM is appropriate to guide the development of an antenatal
educational intervention addressing barriers to help-seeking behavior. According
to the model, one’s health behavior can be explained by seven constructs: 1)
perceived susceptibility, 2) perceived severity, 3) perceived threat, 4) perceived
benefits, 5) perceived barriers, 6) self-efficacy, and 7) cues to action. The model
also includes modifying variables such as demographics and sociopsychological
variables that affect the constructs. Each construct plays an important role in
determining one’s health behavior or predicting one’s likelihood or willingness of
taking a health action (Janz & Becker, 1984; Rosenstock, 1974; Rosenstock et
al., 1988).
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The HBM (Figure 1) was used to frame the study. The HBM constructs
(Figure 2) that were utilized for intervention development include perceived
susceptibility, perceived severity, perceived threat, perceived benefits, perceived
barriers, and willingness to seek psychological help.
Figure 1
Inclusion of Knowledge and Perceived Stigma to the Health Belief Model
Modifying Variables

•
SES,
marital status,
history of depression

Perceived Benefits
•

Vs.
Perceived Barriers
•

Perceived Severity of
PPD

Improved maternal QOL,
Decreased child
complications

Lack of knowledge of PPD,
perceived stigma of seeking

Perceived Threat of PPD

Willingness to Seek
Psychological Help
for PPD

Self-Efficacy of Seeking
Psychological Help
Perceived
Susceptibility of PPD

Cues to Action

(Adapted from Maiman & Becker, 1974)
Figure 2
Inclusion of Constructs for Intervention Development in Modified Health Belief
Model

Perceived
Susceptibility/
Severity of PPD

Perceived Benefits
Maternal QOL, decreased child
complications VS.
Perceived Barriers
Lack of knowledge of PPD,
perceived stigma of seeking
psychological help for PPD

Perceived Threat

Willingness to Seek
Psychological Help for
PPD
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Modifying Variables
Modifying variables included in the HBM are demographic and
sociopsychological variables (Rosenstock, 1974). All postpartum women are at
risk for developing PPD (American College of Obstetricians and Gynecologists,
2015). However, there are certain risk factors or variables such as history of
depression, single status, lack of social support, low socioeconomic status,
traumatic birth experience, preterm birth, inadequate pain relief during labor, and
problems with breastfeeding that are risk factors for developing PPD (American
College of Obstetricians and Gynecologists, 2015; Maimburg & Vaeth, 2015;
Milgrom et al., 2011). Because the educational intervention was implemented
during the antenatal period, demographic data regarding socioeconomic status
(SES), marital status, and history of depression were assessed in this study.
Perceived Severity of PPD
Perceived severity refers to beliefs about how much a disease may affect
an individual if contracted (Rosenstock, 1974). PPD can result in devastating
consequences for women and their children (American College of Obstetricians
and Gynecologists, 2015). Women who do not have a history of depression often
do not understand the severity of the disease, as the term depression is used
loosely in our society (Foulkes, 2011). Incorporating quotes from
phenomenological studies regarding women’s lived experiences of PPD into the
educational intervention served as content for the construct of perceived severity.
Participants who understand the severity of PPD will be more willing to seek
psychological help.
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Perceived Susceptibility
Perceived susceptibility refers to one’s beliefs about the likelihood of
contracting a disease (Rosenstock, 1974). In order to seek help for PPD, women
must first believe they are susceptible to the disease. Studies have shown that
many women were unaware of their susceptibility to PPD, as they believed PPD
did not affect normal women (Byatt et al., 2013a; Hannan, 2016). The construct
of perceived susceptibility was presented in the intervention as information
regarding risk factors and susceptibility of PPD. This can potentially be beneficial
in increasing participants’ willingness to seek psychological help.
Perceived Threat
Perceived threat is a combination of women’s perceived susceptibility and
perceived severity of PPD. In order for participants to view PPD as a perceived
threat, the intervention included statistical data regarding incidence and
prevalence of PPD. For this construct, the participants must believe they are
susceptible to the disease and believe the disease will have a severe impact on
their lives and the lives of their children.
Perceived Benefits
Perceived benefits are how effective one thinks a recommended health
action will be in preventing or treating a specific disease (Rosenstock, 1974).
There are numerous benefits of seeking psychological help for the treatment of
PPD such as improved prognosis, better quality of life (QOL), enhanced
maternal-infant attachment, and decreased risk of behavioral and cognitive
complications in children (Drake et al., 2014; Murray et al., 2014). The
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importance and benefits of early diagnosis and treatment were emphasized in
the educational intervention for the construct of perceived benefits. However, for
health action to occur, perceived benefits must outweigh the perceived barriers
(Mikhail, 1981; Rosenstock, 1974).
Perceived Barriers
Perceived barriers are anything that prevent one from taking a
recommended health action (Rosenstock, 1974). Perceived barriers can prevent
women from seeking psychological help for the treatment of PPD. Researchers
have identified lack of knowledge regarding PPD and perceived stigma related to
seeking psychological help for PPD, as barriers that often prevent women from
seeking treatment (Bell et al., 2016; Foulkes, 2011; Kingston et al., 2015a).
Participants must understand that PPD is a medical condition and does not mean
that they are bad or inadequate mothers. Participants were educated regarding
screening, signs and symptoms, and treatment of PPD. The goal was to increase
knowledge of PPD and to attempt to normalize the condition to increase
willingness of help-seeking behavior. If participants are familiar with signs and
symptoms of PPD and understand that they are not alone in the battle against
PPD, they may be more willing to admit their symptoms and seek help.
Self-Efficacy of Seeking Psychological Help
Self-efficacy involves one feeling capable to take a specific health action
(Rosenstock et al., 1988). Because perceived stigma is one of the greatest
barriers to seeking psychological help, women often feel incapable of admitting
symptoms of depression due to fear of judgment and ridicule (Foulkes, 2011;
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Kingston et al., 2015a). Lack of self-efficacy regarding treatment of PPD also
makes women feel incapable of seeking psychological help (Freed et al., 2012;
Henshaw et al., 2016). If perceived stigma and education regarding how to seek
treatment are thoroughly addressed in the intervention, participants may feel
more empowered to admit their feelings and seek psychological help.
Cues to Action
Cues to action are internal or external triggers that play a role in causing
one to take a recommended health action (Rosenstock, 1974). Studies have
shown that significant others can serve as cues to action in seeking
psychological help for women who have PPD (Feely et al., 2016; Henshaw et al.,
2013). According to the literature, women who developed signs and symptoms of
PPD often confided in their significant other for guidance. This decision to confide
in their significant other proved to be problematic, as significant others reported
being unaware of the signs and symptoms of PPD. Because significant others
were not familiar with the signs and symptoms of PPD, they reassured the
women that their feelings were normal for new mothers. This reassurance
prevented women from seeking psychological help for PPD (Fonseca &
Canavarro, 2017; Haga et al., 2012). Significant others must be educated
regarding PPD in order to serve as a cue to action instead of a barrier to action.
Participants were encouraged to share the information obtained in the
educational intervention with their significant others.
Likelihood or Willingness of Taking Action
All the concepts play an important role in the outcome of the HBM, the
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likelihood or willingness of taking a recommended health action to prevent or
treat disease (Rosenstock et al., 1988). Research has shown that perceived
susceptibly, perceived severity, perceived threat, perceived benefits, perceived
barriers, cues to action, and self-efficacy regarding PPD affect women’s helpseeking behavior (Bell et al., 2016; Byatt et al., 2013a; Drake et al., 2014; Feely
et al., 2016; Foulkes, 2011; Hannan, 2016; Henshaw et al., 2016). Therefore, an
educational intervention for PPD based on constructs of the HBM can be
beneficial in increasing participants’ willingness to seek psychological help
should symptoms arise.
Purpose
The overall purpose of this study was to evaluate a theory-based,
antenatal educational intervention that addresses barriers to help-seeking
behavior for the treatment of PPD. The goal of the proposed intervention was to
enhance pregnant women’s willingness to seek psychological help should they
develop PPD by decreasing stigma and increasing knowledge. It is hypothesized
that by improving knowledge of PPD and decreasing perceived stigma
associated with seeking psychological help for PPD, participants will be more
willing to seek psychological help should they develop and recognize symptoms
of PPD.
Research Questions and Hypotheses
Research Question One
Do pregnant women who receive a brief educational intervention report
less stigmatizing views towards seeking psychological help for PPD after the
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intervention as compared to before the intervention?
Research Question Two
Do pregnant women who receive a brief educational intervention report
increased knowledge of PPD after the intervention as compared to before the
intervention?
Research Question Three
Do pregnant women who receive a brief educational intervention report
increased willingness to seek psychological help for PPD should they experience
associated symptoms after the intervention as compared to before the
intervention?
Hypothesis One
Pregnant women who receive a brief educational intervention will
report less stigmatizing views towards seeking psychological help for PPD after
the intervention as compared to before the intervention.
Hypothesis Two
Pregnant women who receive a brief educational intervention will
report increased knowledge of PPD after the intervention as compared to before
the intervention.
Hypothesis Three
Pregnant women who receive a brief educational intervention will
report increased willingness to seek psychological help for PPD should they
experience associated symptoms after the intervention as compared to before
the intervention.
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Summary
The prevalence of PPD is increasing with research indicating that one in
seven women experience PPD (American College of Obstetricians and
Gynecologists, 2015). However, the vast majority of these women fail to seek
help for the treatment of PPD (Bass & Bauer, 2018; Bina, 2018; Fonseca,
Gorayeb, & Canavarro, 2015). The empirical evidence linking untreated PPD to
adverse maternal and child outcomes is mounting. The focus of prior research
has been on preventing PPD rather than addressing barriers to help-seeking
behavior. Thus, this research assisted in the development of an intervention to
increase women’s willingness to seek psychological help for the treatment of
PPD. The development and implementation of an intervention addressing
barriers to help-seeking behavior for PPD has the potential to improve long-term
maternal and child health outcomes.

CHAPTER II
REVIEW OF LITERATURE
When PPD is not properly treated, women and their children are more
vulnerable to long-term health complications (Khan et al., 2014; Letourneau et
al., 2012; Madlala & Kassier, 2018; Murray et al., 2014; Sadat et al., 2014).
Failure to seek treatment has been associated with barriers such as lack of
knowledge regarding PPD and perceived stigma associated with seeking
psychological help (Bell et al., 2016; Byatt et al., 2013a; Dunford & Granger,
2017; Foulkes, 2011; Freed et al., 2012; Hannan, 2016; Henshaw et al., 2016;
Thomas et al., 2014). In this chapter, a review of literature will focus on maternal
and child effects of PPD, barriers to help-seeking behavior, and educational
interventions that address PPD. The constructs of the HBM, perceived
susceptibility, perceived severity, perceived threat, perceived benefits, perceived
barriers, self-efficacy, and cues to action, will be further discussed as a means to
guide the development of the educational intervention addressing barriers to
help-seeking behavior for the treatment of PPD.
Overview of the Problem
Postpartum Depression
In the United States, postpartum depression affects approximately
565,000 women annually in the first year following childbirth (American College
17
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of Obstetricians and Gynecologists, 2015; Centers for Disease Control and
Prevention, 2018). Research estimates that only about 15% of these women
seek psychological help (Corrigan et al., 2015; Fonseca et al., 2015) meaning
that approximately 480,000 women each year endure PPD without treatment
(American College of Obstetricians and Gynecologists, 2015; Centers for
Disease Control and Prevention, 2018). This is an astonishing number and large
percentage of women and children that are at risk for long-term health
complications due to untreated PPD.
Maternal Effects
PPD is the most common maternal morbidity of the postpartum period
(American College of Obstetricians and Gynecologists, 2018). Without proper
treatment, PPD can result in devastating consequences that continue for months
or years after childbirth (National Institute of Mental Health, 2017). Sadat et al.
(2014) examined QOL in a sample of postpartum women (n =300); 122 of the
women screened positive for PPD. The results of a QOL scale showed that
women without PPD scored higher in all eight dimensions of QOL when
compared to women with PPD, indicating that women with PPD have a lower
QOL (Sadat et al., 2014). Women who do not seek treatment for PPD often
report using self-help measures such as drinking alcohol, smoking cigarettes,
using marijuana, and overeating in an attempt to improve their mood or QOL
(Guy et al., 2014).
In addition to significantly decreasing women’s quality of life (Letourneau
et al., 2012; Sadat et al., 2014), and increasing the risk of suicide (American
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College of Obstetricians and Gynecologists, 2016a), PPD also affects how
women respond to their infants (Bembich et al., 2016; Laurent & Ablow, 2012). A
study of postpartum women with PPD (n = 11) and without PPD (n = 19)
examined women’s cortical response via optical topography to their infants’ pain.
Cortical activation or response has been associated with the levels of empathy
an individual is feeling. A heel-prick was performed on each infant to elicit a pain
response while the mother observed. Women with PPD had a decreased cortical
response to their infants’ pain when compared to women without PPD,
suggesting that women with PPD were less empathetic to their infant’s pain
responses (Bembich et al., 2016). This may partially explain the poor maternalinfant attachment among women with PPD and their infants.
Another study examined women’s (n = 22) neural activation, via magnetic
resonance imaging, in response to their infants’ cry. Half of the sample had PPD
while the remaining participants did not. Results suggested that women with PPD
showed a diminished response to their infants’ cry when compared to women
without PPD. This finding indicates that women with PPD process their infants’
distress signals differently than women who do not have PPD. This may also
contribute to the bonding difficulties between women with PPD and their infants
(Laurent & Ablow, 2012). Although PPD begins in early infancy, its negative
effects reach far beyond that time period (Letourneau et al., 2012; Sadat et al.,
2014).
Child Effects
A secure maternal-infant attachment is crucial for an infant’s development.
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Unfortunately, when a woman has PPD, this attachment can be interrupted
(Rafferty et al., 2019). Behrendt et al. (2016) conducted a study examining
maternal-infant attachment with a sample of 38 postpartum women. Of the 38
women included in the study, 19 screened positive for PPD. The findings showed
that women with PPD had significantly higher infant-related hostility and poorer
maternal-infant attachment when compared to women without PPD (Behrendt et
al., 2016). These findings are concerning since an inadequate maternal-infant
attachment has been associated with physical, cognitive, social, and emotional
delays in the infant (Rafferty et al., 2019).
Another study of postpartum women (n = 431) examined the women’s
perceptions of their children. Results showed that women with PPD (n =52) had a
less positive perception of their infants when compared to women without PPD (n
= 379). Women with PPD also reported more challenges when caring for their
infants. This perception along with difficulty in caring for the infant can also
negatively affect maternal-infant attachment (Lefkovics et al., 2018).
Feeding practices are also a concern among infants and children of
women with PPD. Women with PPD are less likely to breastfeed their infants
(Madlala & Kassier, 2018). In the infant, lack of breastfeeding has been
associated with an increased risk of infection and sudden infant death syndrome.
Long-term risks associated with formula feeding and not breastfeeding include
obesity, atopic dermatitis, childhood cancers, asthma, diabetes, and poor
cognitive development (Spatz & Lessen, 2011). Infants of women with PPD are
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also more likely to be exposed to unhygienic feeding practices and to be below
average in height and weight (Madlala & Kassier, 2018; Sadat et al., 2014).
Infant safety issues are another concern among women with PPD.
Women with PPD were found to be more likely to use physical punishment as a
form of discipline, and to have negative perceptions of their infants (Sadat et al.,
2014). Research indicates that infants of women with PPD are more likely to be
abused and neglected and to live in homes without age-appropriate safety
mechanisms. They are also more likely to ride in a vehicle without a car seat and
to be left unattended for long periods of time (Letourneau et al., 2012).
Additionally, these infants are less likely to receive immunizations and to attend
routine well-child appointments (Madlala & Kassier, 2018). Women with PPD
often feel they are incompetent parents, which may contribute to the anxiety and
lack of affection they display when interacting with their children (Sadat et al.,
2014).
The effects of PPD on children do not end in infancy. Results from a
systematic review of over 20 studies showed that school-aged children of women
who had PPD were more likely to experience socio-emotional, behavioral, and
cognitive delays when compared to children of women who did not experience
PPD (Kingston & Tough, 2014). Another study of 60 children found that children
of depressed mothers were at a significantly higher risk of developing depression
than children of non-depressed mothers (Khan et al., 2014).
Effects of PPD on children have been found to last well into adulthood.
Barry et al. (2015) conducted a study of adults (mean age 22.4 years) who had
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mothers with PPD (n = 38) and adults who had mothers that did not have PPD (n
= 38). Salivary cortisol reactivity was used to measure sensitivity to social stress
in the participants, with elevated cortisol responses indicating increased
sensitivity to social stress. The researchers found that adults of women who had
PPD had a significantly greater cortisol response to the Trier Social Stress Test
than the adults who had mothers without PPD (Barry et al., 2015) These findings
demonstrate the long-term effects on the offspring of women with PPD and the
need for interventions that address barriers to help-seeking behavior among
postpartum women.
Barriers to Help-Seeking Behavior
Lack of Knowledge
Multiple aspects regarding lack of knowledge of PPD have been identified
in the literature. Research shows that women lack knowledge related to PPD
concerning prevalence, signs and symptoms, susceptibility, screening, treatment,
and how to seek help (Abraham-Smith & Kelville, 2015; Bell et al., 2016; Byatt et
al., 2013a; Byatt et al., 2013b; Henshaw et al., 2016; Kingston et al., 2015a;
Kingston et al., 2015b; Thomas et al., 2014).
Prevalence
One in seven women are diagnosed with PPD (American College of
Obstetricians and Gynecologists, 2015; American Psychological Association,
2019; March of Dimes, 2016); however, research indicates that many women are
unaware of the prevalence, and this has been found to be a barrier to helpseeking behavior. The evidence suggests that women with PPD felt alone and as
if no one else had experienced PPD. This feeling of isolation prevented many
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women from seeking psychological help (Bell et al., 2016; Bina, 2018; Thomas et
al., 2014). However, when women realized that they were not alone and that
many women experience PPD, they felt the disease was normalized. This
normalization of PPD empowered women to seek psychological help (Thomas et
al., 2014).
Signs and symptoms
Researchers have found that many women are unaware of the signs and
symptoms associated with PPD. Studies show that this lack of knowledge or
awareness prevented women with PPD from seeking psychological help
(Fonseca et al., 2015; Guy et al., 2014; Henshaw et al., 2016). The lack of
knowledge can partly be contributed to the absence of patient education provided
in some healthcare facilities. Many women stated that PPD was never mentioned
or presented as a potential issue throughout the duration of their pregnancy and
postpartum period (Byatt et al., 2013a; Hannan, 2016).
Thomas et al. (2014) examined online, public domain stories written by
women who have histories of PPD. Women reported being unhappy after
childbirth but not realizing they had PPD until learning about the signs and
symptoms years later (Thomas et al., 2014). Guy et al. (2014) found that women
with PPD described themselves as being stressed, having a negative outlook, or
not feeling like themselves; however, these women did not associate their
feelings or symptoms with PPD. Findings from other studies showed that women
thought the symptoms of PPD they were experiencing were a normal part of
motherhood (Henshaw et al., 2016; Rouhi et al., 2019). Other women reported
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mistaking PPD for postpartum blues because they were not familiar with the
signs and symptoms associated with PPD (Hadfield & Wittkowski, 2017).
A study conducted by Fonseca et al. (2015) of pregnant and postpartum
women (n = 656) examined help-seeking behaviors and barriers to help-seeking
for PPD. Of the 656 participants, 198 screened positive for PPD; however, only
27 women (13.6%) had sought psychological help. Seventy six percent of the
women reported not seeking help because they did not know if their symptoms
warranted help or treatment; they were not aware that their symptoms were due
to PPD (Fonseca et al., 2015).
In a systematic review of 35 studies, Bina (2018) found that a common
predictor of not seeking help for PPD was a lack of knowledge regarding the
signs and symptoms. Women thought the symptoms they were experiencing
were due to hormonal changes and were to be expected following the birth of a
child (Bina, 2018). Findings from a meta-synthesis of 24 qualitative articles
examining help-seeking behavior for PPD also showed that women were
unfamiliar with the signs and symptoms. These women reported not knowing
what PPD would feel or look like and having an overall lack of knowledge of the
disorder (Button et al., 2017).
Another study of pregnant women (n = 460) explored barriers and
facilitators to help-seeking behaviors and found that 245 (53.2%) of participants
did not know the difference between normal and abnormal emotions after
childbirth (Kingston et al., 2015a). Henshaw et al. (2016) found that only being
aware of severe symptoms of PPD also served as a barrier to help-seeking
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behavior. Women reported that their symptoms were not severe enough to
warrant seeking help. Findings showed that they felt they did not have PPD
because they were able to function in daily life and were not thinking of harming
themselves or their infants (Henshaw et al., 2016). Being aware of all the signs
and symptoms of PPD has been found to facilitate help-seeking behavior among
women with PPD (Bina, 2018). There is a need to educate antepartum women
about signs and symptoms of PPD they may experience after childbirth. This
proactive education has the potential to increase recognition of PPD and helpseeking behavior among postpartum women.
Susceptibility
According to the literature, women who did not have histories of
depression or other forms of mental illness were less likely to seek psychological
help because they were unaware that they were susceptible to PPD. Women
reported being uneducated regarding potential problems that could occur in the
postpartum period (Rouhi et al., 2019). These women believed that PPD only
occurred in “crazy” women or women who had prior histories of mental illness
(Fonseca et al., 2015; Foulkes, 2011; Hannan, 2016). This lack of perceived
susceptibility presents as a barrier to help-seeking behavior. If women do not
believe they are susceptible to PPD, they will not identify the disorder or seek
help.
Similar to the concept of susceptibility, in another study, women did not
seek help because they believed were not entitled or allowed to have PPD.
These women had healthy infants, a support system, were married, and
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financially stable. They felt that they had no reason to be depressed due to their
fortunate circumstances. They believed that only women with problems such as
having a sick infant, a lack of support, or financial difficulties were allowed to
have PPD. Friends and family members confirmed the women’s beliefs by asking
them what reasons they had to be depressed. They also told them to be thankful
for what they have and to pull themselves together (Abraham-Smith & Kelville,
2015). These beliefs regarding PPD demonstrate a lack of knowledge regarding
the susceptibility of PPD.
Screening
A lack of knowledge regarding screening for PPD was another barrier to
help-seeking behavior identified in the literature. In a study of pregnant women (n
=460), Kingston et al. (2015b) explored disclosure during PPD screening.
Findings from the study showed that 97 (21%) participants could not be
completely honest while completing a screening questionnaire to identify PPD.
The main barrier that prevented women from answering honestly was the fear of
being judged by the healthcare provider and being viewed as a bad mother.
Women felt empowered to answer honestly when they understood the purpose of
the screening tool and why sensitive questions were asked (Kingston et al.,
2015b).
Additional literature regarding screening and help-seeking behaviors
showed that women did not disclose their symptoms of PPD due to fear of
negative consequences. Women were afraid they would been seen as unfit
mothers and lose custody of their children or be reported to child protective
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services if they were diagnosed with PPD (Byatt et al., 2013b; Freed et al.,
2012). This absence of disclosure is due to a lack of knowledge regarding the
purpose of PPD screening tools and the consequences associated with being
diagnosed with PPD.
Treatment
Another barrier to help-seeking behavior identified in the literature was a
lack of knowledge regarding treatment for PPD. In order to prevent further
complications, PPD must be treated. Talk therapy, antidepressants, or a
combination of therapy and antidepressants have been found to be effective in
treating PPD (National Institute of Mental Health, 2017). However, studies have
shown that many women feel their symptoms will improve without treatment
(Bina, 2018; Henshaw et al., 2016; Kingston et al., 2015a). In a study of pregnant
women regarding help-seeking behaviors for PPD (n = 460), Kingston et al.
(2015a) found that 325 (70.7%) participants believed they did not need treatment
for PPD. Women often reported feeling that PPD was something they could
overcome on their own (Bina, 2018; Kingston et al., 2015a).
A lack of knowledge regarding methods of treatment was also found to be
a barrier to help-seeking among postpartum women. In a study examining
depression literacy of pregnant and postpartum women (n = 194), Fonseca et al.
(2017) found that 125 (64.5%) participants did not believe that therapy was an
effective form of treatment for PPD. One hundred and seventy-three (89.2%)
women thought that antidepressants were addictive, and 123 (63.4%) women
believed that PPD could be treated with vitamins (Fonseca et al., 2017). Other
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studies found that women believed that antidepressants were the only form of
treatment for PPD (Foulkes, 2011; Hannan, 2016). Since these women did not
like the idea of being on antidepressants and were concerned about side effects
of the medication, they chose not to seek treatment. Other women did not
understand the importance of seeking treatment (Bina, 2018; Bodnar-Deren et
al., 2017; Foulkes, 2011). Therefore, it is critical that women are properly
educated on treatments for PPD and the long-term maternal and child
complications that can occur when PPD is not treated.
How to seek help
Research indicates that some women wanted to seek help for PPD but
lacked the knowledge of how to seek help. Fonseca et al. (2015) conducted a
study regarding help-seeking behaviors for PPD among pregnant and
postpartum women (n = 656). One hundred and seventy-one of the depressed
participants had not sought help and completed a questionnaire regarding
barriers to seeking help. Results showed that 67 (39.2%) participants did not
seek help for PPD because they did not know how or where to do so (Fonseca et
al., 2015). Women who received information on how to seek help felt that the
information should have been more specific. They voiced a need to know exactly
who to contact to seek help. Without this information, they were afraid that they
may contact the wrong provider. Because these women did not want to share
their sensitive feelings with anyone unnecessarily, they chose not to seek help
(Byatt et al., 2013a; Drake et al., 2014). In order to increase help-seeking
behavior, women recommended detailed information on how to seek help that
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included multiple options such as providers, support groups, and various
treatment facilities (Byatt et al.; Feely et al., 2016). Providing women with this
information as part of the antenatal educational intervention regarding PPD, has
the potential to increase help-seeking behavior.
Perceived Stigma
Society views the birth of a child as a joyful experience. Women are
expected to be happy after having a child; therefore, PPD is often stigmatized
(Bina, 2018; Pawluski et al., 2017). PPD has been described as being two-fold;
not only are women stigmatized for having a mental illness, but also for not
fulfilling society’s expectations of a good mother (Thomas et al., 2014). In
addition to a lack of knowledge regarding many aspects of PPD, perceived
stigma has also been identified as a major barrier that prevents women from
seeking psychological help for the treatment of PPD. In a systematic review of 35
articles examining factors associated with treatment use for PPD, Bina (2018)
found that women failed to seek help because they were afraid of being labeled
as mentally ill by their healthcare providers. They thought their family and friends
would view them as unfit mothers. They also reported that being diagnosed with
PPD would make them feel as if they have failed as a mother (Bina, 2018).
Byatt et al. (2013a) conducted a study of postpartum women (n = 27) to
examine their views on depression care in obstetrical settings. Findings showed
that women did not disclose their symptoms of PPD due to fears of being judged
by family members, friends, and healthcare providers. Women reported that they
felt pressured by society to be super-mothers; therefore, they chose not to seek
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help to avoid being stigmatized (Byatt et al., 2013a). A review of nine qualitative
articles examining help-seeking behaviors of postpartum women found that one
of the main barriers to help-seeking was fear of judgement by others. Women
reported feeling ashamed for experiencing symptoms of PPD, and they were
worried about being labeled as psychiatric patients (Rouhi et al., 2019). This
perceived stigma associated with seeking psychological help for the treatment of
PPD prevented numerous women from seeking help.
In a qualitative study of postpartum women (n = 39) conducted by
Henshaw et al. (2106), findings revealed that women were extremely reluctant to
seek help for PPD. This reluctance was due to the stigma associated with having
PPD and seeking psychological help. Women were afraid of being labeled as
depressed and what others would think of them if they were diagnosed with PPD.
They viewed seeking help as being defeated. Seeking help was confirmation that
they were unable to cope in their new role as a mother. Additionally, women
avoided seeking treatment due to the stigma associated with seeing a therapist
and taking antidepressants (Henshaw et al., 2016).
A systematic review of 17 qualitative studies regarding experiences of
help-seeking among women with PPD found that many women did not seek help
because they were ashamed and embarrassed to admit that they were unable to
cope (Hadfield & Wittkowski, 2017). Women’s desire to be viewed as perfect
mothers also prevented them from seeking help. If they sought help and were
diagnosed with PPD, others may view them as inadequate mothers. Findings
also showed that women were dishonest when asked about their emotions
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because they were afraid of what their healthcare providers would think of them if
they disclosed their true feelings (Hadfield & Wittkowski, 2017).
A meta-synthesis of 24 qualitative studies examined women’s experiences
of help seeking related to PPD (Button et al., 2017). Findings continue to support
perceived stigma as a main barrier to help-seeking among women with PPD.
Women reported wanting to be viewed as ideal mothers. In order to maintain this
image, women hid their symptoms instead of seeking psychological help. Being
labeled as weak or inadequate were other reasons women often chose not to
seek help for PPD (Button et al., 2017).
Foulkes (2011) found that many women did not seek help because of the
shame associated with having PPD. Women reported being criticized by family
members and friends for sharing their concerns regarding their emotional
statuses. This criticism from others led them to hide their emotions and attempt
to cope on their own. Findings also showed that women failed to seek help
because they thought their significant others would think they could not handle
motherhood. One woman reported that she was afraid her husband would leave
her and obtain custody of their child if she was diagnosed with PPD (Foulkes,
2011).
According to the American College of Obstetricians and Gynecologists
(2013), PPD results in fewer long-term maternal and infant complications and
responds best to treatment when diagnosed early. Yet, evidence showed that
many women waited to seek help until they could no longer hide or manage the
symptoms on their own (Foulkes, 2011; Rai et al., 2015; Thomas et al., 2014).
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Unfortunately, for some women, reaching a crisis point results in suicide rather
than help-seeking (American College of Obstetricians and Gynecologists,
2016a). The development and implementation of an educational intervention
addressing these barriers is crucial to the long-term health and well-being of the
mother and child.
Interventions
Educational interventions have been found to be effective in changing
one’s health behavior (Gray, Grove, & Sutherland, 2017). However, the majority
of the current educational interventions in the literature regarding PPD are aimed
at reducing or preventing the disorder rather than changing one’s health
behavior. A pre-post experimental design was used by Moshki et al. (2014) to
conduct a study aimed at preventing PPD. Their sample consisted of pregnant
women (n = 230) ranging from 28 to 30 weeks gestation with no prior history of
depression or other mental disorders. Each participant completed questionnaires
assessing PPD and beliefs about health behaviors. The participants in the
experimental group (n = 115) completed an educational program that included
information on physiological changes during pregnancy, antenatal complications,
childbirth delivery methods, pain control, postpartum health, emotions, and PPD.
The information was presented in nine workshops lasting four hours each. The
control group (n = 115) had routine care at an obstetrical center. Findings
showed that one month after the intervention, there was a significant reduction in
PPD in the experimental group when compared to the control group (Moshki et
al., 2014).
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Phipps et al. (2013) conducted a randomized controlled trial also aimed at
preventing PPD. The participants consisted of pregnant adolescents (n = 106)
divided into an intervention group (n = 54) and a control group (n = 52). A
questionnaire was used at multiple time points to assess for PPD. The
intervention was delivered once a week over five weeks during the prenatal
period. The last session was delivered in the hospital following childbirth. Each
session lasted approximately one hour and included information on effective
communication for managing relationship conflict, motherhood expectations,
social support, healthy relationships, postpartum blues, and PPD. Participants in
the control group also attended five weekly sessions and one postpartum session
lasting approximately one hour. These sessions included information on maternal
health, fetal health and development, nutrition, labor preparation, and newborn
care. Results showed that the intervention was found to be effective in the
reduction of PPD (Phipps et al., 2013).
Milgrom et al. (2011) conducted a randomized controlled trial of pregnant
women (n = 143) aimed at reducing rates of PPD by implementing an
educational intervention. The participants in the intervention group (n = 71)
reviewed a nine-unit workbook and discussed the information with a psychologist
during weekly phone calls. The majority of the workbook was focused on
preparing the woman for motherhood; two of the units covered behavioral and
cognitive coping strategies for PPD and anxiety. Participants in the control group
received routine care from a midwife of obstetrician. After the intervention, there
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were significantly fewer participants in the intervention group who screened
positive for PPD when compared to the control group (Milgrom et al., 2011).
A randomized controlled trial of pregnant women (n = 1,193) was
conducted by Maimburg & Vaeth (2015) to test the effectiveness of an antenatal
educational intervention in reducing PPD. Participants in the intervention group
attended three in-person sessions, for a total of nine hours, that included
information on childbirth, newborn care, postpartum care, and PPD. The control
group received standard obstetrical care. The intervention was found to be
ineffective in reducing PPD among the sample of women. However, this may be
due to the fact that only 7.5% of the total participants were identified as high risk
for developing PPD prior to the intervention (Maimburg & Vaeth., 2015).
A quasi-experimental study of postpartum women (n = 240) was
conducted by McCarter-Spaulding & Shea (2016) to test the effectiveness of an
educational intervention to reduce or prevent PPD. Participants in the
intervention group (n =120) received an educational fact sheet regarding PPD. A
member of the research team discussed the fact sheet with each participant for
approximately 15 minutes one day after the birth of their infant. This was the only
intervention that addressed the risks of not seeking treatment for PPD. The
control group (n =120) were screened for PPD and received standard care. The
intervention was found to be ineffective in reducing PPD (McCarter-Spaudling &
Shea, 2016).
Instead of focusing on reducing or preventing PPD, the focus of
educational interventions should be on improving help-seeking behaviors by
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addressing barriers identified in the literature. Prior to 2017, there were no
educational interventions in the literature that addressed lack of knowledge and
perceived stigma towards seeking psychological help for PPD. In 2017, using a
pretest-posttest design, Dwanyen & Hans implemented a video-based
intervention with an aim of increasing symptom recognition and reducing
stigmatizing views in relation to PPD. Their sample consisted of 1,178 medical,
health, behavioral, or social science students (ages 18 to 66 years). The
participants answered questions after reading a three-segment vignette
regarding a postpartum woman who was displaying signs and symptoms of PPD.
The questions assessed knowledge and stigmatization of PPD. After completing
the vignettes, the participants viewed a five-minute educational video about
postpartum mood (symptoms, risk factors, treatment options, support
information), and then completed the posttest. The students were moderately
knowledgeable regarding signs and symptoms of PPD before the intervention,
which can most likely be contributed to their fields of study. However, after the
intervention, the participants were 2.2 times more likely to correctly identify signs
and symptoms of PPD, and 6.4 times more likely to report that the woman in the
vignette was a fit mother. This indicates that an educational video on PPD can
increase knowledge and decrease stigma associated with the disorder in health
and behavioral students (Dwanyen & Hans, 2017). However, this intervention
has not been tested in antepartum or postpartum women.
Using a four-group, pretest-posttest design, Thorsteinsson et al. (2018)
conducted a study of parents (n = 212; females = 194) examining stigma in
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relation to help-seeking for PPD. The participants completed pretest instruments
assessing perceived stigma and help-seeking propensity related to PPD;
knowledge of PPD was not assessed in the study. After the pretest, two
intervention groups either read a factsheet about PPD or watched a documentary
that included real-life experiences of women with PPD. The two control groups
either read a factsheet about parenting or watched a video on parenting. After
the four groups completed the posttest, results showed that there was no
significant difference regarding perceived stigma or help-seeking propensity
between the intervention groups and the control groups (Thorsteinsson et al.,
2018). These findings could be contributed to the lack of education regarding
PPD that was provided to the intervention groups. Reading a factsheet is not
engaging or interactive; therefore, the participants may not have retained the
information. The amount of education regarding PPD that was included in the
documentary was not indicated. There is a possibility that the intervention may
have resulted in more favorable outcomes if the researchers would have
combined the two intervention groups and provided the participants with a
factsheet and documentary.
The results of Dwanyen and Han’s (2017) study are promising; however,
participants’ stigma associated with seeking help for PPD was not assessed.
Increasing knowledge and reducing stigma in relation to PPD are important, but
the main problem is that women do not seek help for PPD. Therefore, an
antenatal educational intervention aimed at increasing knowledge related to PPD
and reducing stigma associated with seeking help for PPD is clearly warranted.
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Constructs of the HBM were used to develop an antenatal educational
intervention to increase women’s willingness to seek help for PPD.

Health Belief Model
The HBM was developed in the 1950s by, Godfrey M. Hochbaum, S.
Stephen Kegeles, Irwin M. Rosenstock, and Howard Leventhal, four social
psychologists (Maiman & Becker, 1974; Mikhail, 1981; Rosenstock, 1974).
Influenced by the strong scientific, behavioral, and psychosocial backgrounds of
the developing theorists, the HBM was created in an attempt to understand and
explain health related behavior (Mikhail, 1981; Rosenstock, 1). It was discovered
that if individuals believed they could potentially contract a disease and that an
early diagnosis could improve their health outcomes, they were more likely to be
compliant with health recommendations (Strecher & Rosenstock, 1997).
Although the HBM was derived from the social and behavioral sciences,
the model has been widely utilized in the field of healthcare (Janz & Becker,
1984; Rosenstock, 1974). Specifically, the HBM has been used to predict health
behaviors (McWhirter & Hoffman-Goetz, 2016; Reynolds et al., 2016; Wang et
al., 2013), develop educational programs (Adams et al., 2014; Dardis, et. al.,
2015; Wang et al., 2013), and develop interventions (McArthur et al., 2018;
Sadeghi et al., 2018; Shabibi et al., 2017). Although, the HBM has not been used
in relation to PPD, it has been used in the obstetric population. Loke et al. (2015)
used the HBM among pregnant women to predict the factors that influence their
preferred mode of delivery. Tavakkoli et al. (2018) developed an educational
intervention based on the HBM to enhance the QOL of women with gestational
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diabetes. Results showed that their educational intervention was effective in
improving QOL among this population (Tavakkoli et al., 2018).
Origins of the HBM have been linked with a phenomenological emphasis,
meaning that one’s reality is based on one’s perceptions (Rosenstock, 1974).
Therefore, the use of this model is appropriate to develop an antenatal
educational intervention addressing barriers that prevent help-seeking behavior
for PPD. The following constructs of the HBM were used to guide the
development of the intervention 1) perceived susceptibility, 2) perceived severity,
3) perceived threat, 4) perceived benefits, 5) perceived barriers, 6) self-efficacy,
and 7) cues to action. If women perceive they are susceptible to PPD and
understand its severity, they are more likely to seek help. Additionally, women
must believe that the benefits of seeking help outweigh the barriers and that they
are able to seek help. If significant others are properly educated regarding PPD,
they can also play a positive role in women’s willingness to seek help for PPD.
Summary
PPD is complex mental disorder that can result in devastating
consequences in the mother and child when untreated (American College of
Obstetricians and Gynecologists, 2016a; National Institute of Mental Health,
2017; Rafferty et al., 2019). However, evidence suggests that the vast majority of
women who experience symptoms of PPD fail to seek help (Bass & Bauer, 2018;
Bina, 2018; Fonseca et al., 2015). Research findings indicate that two main
barriers that prevent women from seeking help are lack of knowledge related to
PPD and perceived stigma associated with seeking help (Bell et al., 2016; Byatt
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et al., 2013a; Dunford & Granger, 2017; Foulkes, 2011; Freed et al.,2012;
Hannan, 2016; Henshaw et al., 2016; Thomas et al., 2014). Nevertheless, the
focus of the majority of educational interventions found in the literature is to
prevent or reduce rates of PPD, rather than to increase help-seeking behavior by
addressing lack of knowledge and perceived stigma (Maimburg & Vaeth, 2015;
McCarter-Spaulding & Shea, 2016; Milgrom et al., 2011; Moshki, et al., 2013;
Phipps et al., 2013). Studies that addressed barriers to help-seeking behavior
resulted in conflicting findings (Dwanyen & Hans, 2017; Thorsteinsson et al.,
2018). This inconsistency may be contributed to the difference in the amount of
education provided or the presentation of the information between the two
studies. Nonetheless, there are no educational interventions in the literature that
are aimed at increasing knowledge of PPD and decreasing perceived stigma
associated with seeking help. An antenatal educational intervention based on
the concepts of the HBM and designed to increase knowledge of PPD and
decrease perceived stigma associated with help-seeking has the potential to lay
the foundation for future protocols regarding PPD education.

CHAPTER III
METHODOLOGY
This chapter presents the methodology used for the pilot study. The study
uses a single group, pre-test post-test, quasi-experimental design to test an
antenatal educational intervention based on constructs of the HBM. The
independent variable is the educational intervention, and the outcome variables
are knowledge of PPD, perceived stigma associated with seeking psychological
help for PPD, and willingness to seek psychological help for PPD. The purpose
of this chapter is to describe the methodology used for this pilot study. A detailed
discussion of the research design, study setting, sample, protection of human
subjects, instruments, data management, and data analysis is presented.
Design
A quasi-experimental pretest post-test single-group research design was
used to test an antenatal educational intervention delivered to pregnant women
to determine if the intervention results in increased knowledge of PPD, reduced
perceived stigma associated with seeking help for PPD, and increased
willingness to seek help should they develop PPD. The design has been
developed to answer the following research questions.
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Research Question One
Do pregnant women who receive a brief educational intervention report
less stigmatizing views towards seeking psychological help for PPD after the
intervention as compared to before the intervention?
Research Question Two
Do pregnant women who receive a brief educational intervention report
increased knowledge of PPD after the intervention as compared to before the
intervention?
Research Question Three
Do pregnant women who receive a brief educational intervention report
increased willingness to seek psychological help for PPD should they experience
associated symptoms after the intervention as compared to before the
intervention?
Hypothesis One
Pregnant women who receive a brief educational intervention will
report less stigmatizing views towards seeking psychological help for PPD after
the intervention as compared to before the intervention.
Hypothesis Two
Pregnant women who receive a brief educational intervention will
report increased knowledge of PPD should they experience associated
symptoms after the intervention as compared to before the intervention.
Hypothesis Three
Pregnant women who receive a brief educational intervention will
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report increased willingness to seek psychological help for PPD should they
experience associated symptoms after the intervention as compared to before
the intervention.
Setting and Sample
The participants were recruited from a private obstetrics and gynecological
(OBGYN) office located in the southeastern United States that serves patients
who live in Alabama and by social media. A convenience sample of pregnant
women were recruited using flyers posted at the OBGYN office and distributed by
the nursing staff to potential participants. Flyers were also posted via social
media. Women meeting the following inclusion criteria were invited to participate
in the study: 1) aged 18 years or older; 2) currently in the second or third
trimester of pregnancy; 3) able to read, write, and speak English; and 4) access
to the internet and a device to complete the educational intervention. Women’s
history of mental illness was assessed. Mental illness is defined as a prior or
current diagnosis of any mental disorder and was self-reported by participants.
Protection of Human Subjects
Prior to collecting data, IRB approval was obtained from Georgia State
University. Prior to signing informed consent, details of the research project
including the purpose, study design, time commitment, and compensation were
explained. After this information was provided, women had the opportunity to
contact the student PI by telephone or email to ask questions. Written consent
was obtained from all women who agreed to participate in the study. Following
receipt of informed consent, anonymity was protected by assigning each
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participant a random number. These numbers were used on the survey forms.
Data collection occurred via self-report using electronic forms. Quantitative data
was transferred from each electronic form to Statistical Package for the Social
Sciences (SPSS) version 28. A master list with the name and number of each
participant was maintained by the student PI. The survey forms did not contain
any identifying information. The data and the master list are stored separately in
two locked file cabinets. All electronic data is stored on a password protected
computer.
Participation was voluntary, and participants were allowed to withdraw
from the study at any time. This study carries no additional risk to participants
than normal everyday life. Only aggregated data (no personal information) will be
published. All data and study materials remain in the possession of the student
PI for five years and will then be destroyed.
Antenatal Educational Intervention
The antenatal educational intervention is designed to increase knowledge
of PPD, decrease perceived stigma associated with seeking psychological help
for PPD, and increase willingness to seek psychological help for PPD. The
educational intervention consisted of one online presentation lasting
approximately 30 minutes. A script that covered the purpose, inclusion/exclusion
criteria, and time commitment was read to potential participants by the student
PI. Women who were interested in participating in the study and met
inclusion/exclusion criteria were invited to participate in the intervention. After
informed consent was obtained, the presentation was delivered electronically via
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mobile phone, device, or computer. The following four components were
reviewed during the presentation:
Component 1: General information about postpartum blues and PPD was
discussed which included the definitions, signs and symptoms, and
prevalence. The differences between postpartum blues and PPD were
also described. This content was based on information from the American
College of Obstetricians and Gynecologists (Postpartum Depression
Frequently Asked Questions), the Centers for Disease Control and
Prevention (Depression During and After Pregnancy), the American
Psychiatric Association (What is Postpartum Depression?), and the
National Institute for Mental Health (Postpartum Depression Facts).
Component 2: This component included information regarding perceived
susceptibility, perceived severity, and perceived stigma associated with
PPD. Quotes regarding women’s lived experiences with PPD were also
included. This content was based on various research studies found in the
literature.
Component 3: The focus of this component was the importance of
seeking psychological help for the treatment of PPD. Maternal and child
risks of not receiving psychological help for PPD and the benefits
associated with receiving help were discussed. This content was based on
information from the American College of Obstetricians and Gynecologists
(Mental Health Reform), the National Institute of Mental Health
(Postpartum Depression Facts), the American Academy of Pediatrics
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(Perinatal Depression into Pediatric Practice), and various research
articles.
Component 4: The final component was focused on screening and
treatment for PPD. Information regarding how and where participants can
seek help were also included. This content was based on information from
the American College of Obstetricians and Gynecologists (Postpartum
Depression Resource Overview), the American Psychiatric Association
(What is Postpartum Depression?), Postpartum Support International
(Local Support and Help), and local providers and facilities for helpseeking.
The educational intervention was delivered online via a link provided to
participants. The educational intervention was presented as a video narrated by
the student PI. The video contained slides and pictures in the format of a
PowerPoint presentation. A manual of content with a full script, developed by the
student PI, was used to guide the narration in the intervention.
Instruments
Demographics
A demographic characteristics questionnaire (Appendix A) developed by
the student PI was administered to all study participants pre-intervention. Data
elements in the demographic characteristics questionnaire included: 1) age; 2)
ethic background; 3) educational level; 4) employment status; 5) marital status;
6) annual household income; 7) prior mental illness diagnosis; 8) gravida; and 9)
para.
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Inventory of Attitudes Towards Seeking Mental Health Services (IASMHS)
The IASMHS was used to measure the variables of willingness to seek
psychological help for PPD and perceived stigma associated with seeking
psychological help for PPD. The IASMHS was developed to measure one’s
likelihood or willingness of seeking psychological help by assessing components
of one’s attitude such as stigma and other factors that may prevent help-seeking
behavior (see Appendix B; Aegisdottir & Gerstein, 2009; Makenzie et al., 2004).
The instrument consists of 24 items that are rated on a 5-point Likert-type scale
ranging from 0-4 where 0 = disagree, 1 = somewhat disagree, 2 = undecided, 3 =
somewhat agree, and 4 = agree. Total scores can range from 0-96 with higher
scores denoting more positive attitudes toward seeking psychological help. The
items are divided into three subscales: 1) psychological openness, 2) helpseeking propensity, and 3) indifference to stigma. Psychological openness refers
to how open one is to acknowledging their psychological issues and the
likelihood of seeking psychological help. Help-seeking propensity refers to one’s
beliefs regarding the ability to seek psychological help. Indifference to stigma
reflects how concerned one is about others finding out that they are seeking
psychological help.
The scale takes approximately 5 minutes to complete. Internal reliability
for the total scale was reported as a Cronbach’s alpha of .87 and information and
data provided were supportive of appropriate content validity and internal
reliability. The Cronbach’s α for the three subscales is as follows: .82 for
psychological openness, .76 for help-seeking propensity, and .79 for indifference
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to stigma. Test-retest reliabilities over three weeks were reported as r = .85 for
the total score, r = .86 for psychological openness, r = .64 for help-seeking
propensity, and r = .91 for indifference to stigma (Mackenzie et al., 2004).
The IASMHS has not been used among pregnant women to assess
attitude toward seeking psychological help for PPD; however, it has been widely
used among other populations such as a community sample of individuals
ranging in age from 15 to 89 years and in a sample of undergraduate college
students with a mean age of 21 years (Makenzie et al., 2004). It has also been
used among athletes (Jones, 2015), adolescents (Munson et al., 2009), and
police officers (Hyland et al., 2015). Internal reliability coefficients were calculated
to determine usefulness of the instrument among this population.
Beliefs About Psychological Services (BAPS)
The BAPS was also used to measure the variables of willingness to seek
psychological help for PPD and perceived stigma associated with seeking
psychological help for PPD. The BAPS is an instrument that measures one’s
attitude toward seeking psychological help in order to predict help-seeking
behavior (see Appendix C; Aegisdottir & Gerstein, 2009). The instrument
consists of 18 items that are rated on a 6-point Likert-type scale ranging from 1-6
where 1 = strongly disagree and 6 = strongly agree. Total scores can range from
18-108 with higher scores reflecting a more favorable attitude toward seeking
psychological help. The items are divided into three subscales: 1) intent, 2)
stigma tolerance, and 3) expertness. Intent refers to one’s willingness to seek
psychological help. Stigma tolerance refers to one’s negative beliefs regarding
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seeking psychological help. Expertness reflects one’s beliefs regarding a
psychologist’s ability to provide effective treatment. The BAPS specifically asks
about one’s likelihood of seeking help from a psychologist; other professionals
who provide psychological services are not included on the instrument. This
terminology may affect individuals’ responses who are more likely to see a family
or obstetrical physician for psychological issues; therefore, psychologist was
replaced with seeking psychological help.
The scale takes approximately 5 minutes to complete. Internal reliability
for the total score was reported as a Cronbach’s α of .88. The Cronbach’s α for
the three subscales, or factors, is as follows: .82 for the subscale of intent, .78 for
the subscale of stigma tolerance, and .72 for the subscale of expertness. Testretest reliabilities over two weeks were reported as r = .87 for the total score, r =
.88 for intent, r = .79 for stigma tolerance, and r = .75 for expertness. The
authors also report evidence of construct validity through the expert review
(Aegisdottir & Gerstein, 2009).
The BAPS has not been used among pregnant women to assess attitude
toward seeking psychological help for PPD; however, it has been widely used
among college students (Hermannsdottir & Aegisdottir, 2016; Makarova et al.,
2013; Niegocki & Aegisdottir, 2019; Walter et al., 2012) lesbian, gay, and
bisexual individuals (Spengler & Aegisdottir, 2015), and athletes (Tahtinen &
Kristjansdottir, 2019).
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Knowledge of Postpartum Depression (KPPD)
The KPPD (Appendix D) was developed by the student PI due to the lack
of availability of instruments in the literature that measure participant knowledge
of PPD. The KPPD was used to assess the variable of PPD knowledge. The
student PI based the KPPD on information obtained from the National Institute of
Mental Health and the American College of Obstetricians and Gynecologists. A
dissertation committee member and subject matter expert, Kathleen Baggett,
PhD, from the School of Public Health at Georgia State University reviewed and
approved the use of the KPPD to assess knowledge of PPD. The instrument was
also reviewed and approved by Dissertation Chairperson, Regena Spratling,
PhD, RN, APRN, CPNP, FAANP and Dissertation Committee Member, Dawn M.
Aycock, PhD, RN, ANP-BC, FAHA, FAAN, both from the School of Nursing at
Georgia State University. The KPPD consists of 17 dichotomous items that were
used to measure PPD knowledge. Each correct answer is awarded one point
with total scores ranging from 0 to 17 with higher scores indicating greater mental
health literacy of postpartum depression. The scale takes approximately 5
minutes to complete.
Data Management and Analysis
Recruitment and Data Collection
Following Georgia State University IRB approval, flyers were posted in the
OBGYN office and nursing staff were asked to disseminate flyers to potential
participants. The nursing staff disseminated flyers to women who meet the
inclusion/exclusion criteria and are at least 13 weeks gestation. If women had

50
questions concerning the intervention, they were encouraged to contact the
student PI by telephone. The flyers included the purpose of the study,
inclusion/exclusion criteria, the student PI’s contact number, and amount of
participant compensation.
Data Management
Quantitative data were transferred from each questionnaire to Statistical
Package for the Social Sciences (SPSS) version 28. A code book was developed
for data entry. A double-entry method was used to ensure the accuracy of data
entry. Each participant was assigned a random number to ensure anonymity.
The participants entered their assigned number on each form. A master list with
the name and number of each participant was maintained by the student PI. The
forms did not contain any identifying information. The data and the master list
were stored separately in two locked file cabinets, and all electronic data was
stored on a password protected computer.
Data Analysis
Data was analyzed using descriptive and inferential statistics. Preliminary
analysis was conducted using descriptive statistics to evaluate frequency,
measures of central tendency, measures of dispersion, and distribution. Based
on test assumptions, non-parametric tests were used. Internal reliability
coefficients were computed on all instruments. The p-value was set at .05.
Research question 1: Do pregnant women who receive a brief educational
intervention report less stigmatizing views towards seeking psychological help for
PPD after the intervention as compared to before the intervention? To analyze
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research question 1, results from analysis of the IASMHS, the BAPS, and
associated subscales were evaluated, and Wilcoxon signed rank tests were
performed.
Research question 2: Do pregnant women who receive a brief educational
intervention report increased knowledge of PPD after the intervention as
compared to before the intervention? The KPPD results were used to examine
research question 2 and a Wilcoxon signed rank test was performed.
Research question 3: Do pregnant women who receive a brief educational
intervention report increased willingness to seek psychological help for PPD
should they experience associated symptoms after the intervention as compared
to before the intervention? To examine research question 3, results from analysis
of the IASMHS, the BAPS, and associated subscales were evaluated, and
Wilcoxon signed rank tests were performed.
Hypothesis 1: Pregnant women who receive a brief educational
intervention will report less stigmatizing views towards seeking psychological
help for PPD after the intervention as compared to before the intervention. To
analyze hypothesis 1, results from analysis of the IASMHS, the BAPS, and
associated subscales were evaluated, and Wilcoxon signed rank tests were
performed.
Hypothesis 2: Pregnant women who receive a brief educational
intervention will report increased knowledge of PPD should they experience
associated symptoms after the intervention as compared to before the
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intervention. The KPPD results were used to examine research question 2 and a
Wilcoxon signed rank test was performed.
Hypothesis 3: Pregnant women who receive a brief educational
intervention will report increased willingness to seek psychological help for PPD
should they experience associated symptoms after the intervention as compared
to before the intervention. To examine research question 3, results from analysis
of the IASMHS, the BAPS, and associated subscales were evaluated, and
Wilcoxon signed rank tests were performed.

CHAPTER IV
RESULTS
In this chapter, the findings of a single group, pre-test post-test, quasiexperimental design to test the feasibility of an antenatal educational intervention
based on constructs of the HBM are presented. Between June 2021 and
September 2021, 44 women requested information regarding participating in the
study. Eleven (27.3%) of those women responded to an electronic flyer posted
on Facebook and thirty-two (72.7%) responded to a flyer posted at an OBGYN
office in Alabama. Of the 44 women who expressed interest in participating in the
study, 27 (61.3%) completed informed consent and baseline data via Qualtrics.
Of those women, 24 (88.8.5%) completed the intervention and all the survey
instruments.
Data Analysis
Before analysis, all online quantitative data collected using Qualtrics were
transferred to the computer program SPSS version 28. A level of significance
was established at p < .05. Data were verified using a double entry method
where two separate databases were created and compared. Any discrepancies
were reconciled with the original data.
Participant Characteristics
The final sample included 24 women who were at least 13 weeks
pregnant. Table 1 shows a summary of the frequency distributions for
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race/ethnicity, educational level, employment status, marital status, income, and
mental illness history. Table 2 show the mean and standard deviation of the
participants’ age, gravida, and para.
The majority of the study participants were Caucasian (62.5%, n = 15),
married (50%, n = 12) or partnered (12.5%, n = 3), and employed (62.5%, n =
15). The mean age the study participants was 26.54 years (SD = 4.60) and ages
ranged from 19 to 35 years. Most had a high school degree (37.5% n = 9) or
higher (50.1%, n = 12), and a yearly income between $15,000 and $49,999 (74.9
% n = 18). Most also denied a history of mental illness (62.5% n = 15). The mean
gravida of the study participants was 1.79 (SD = 1.06) and a range of 1 to 5
pregnancies with a mean para of .88 (SD = .992) and a range of 0 to 3 child
births.
Table 1
Study Participants Demographics
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
Sample Characteristics
n = 24
Race
Black/African American

8

White/Caucasian

15

Other

1

––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
Education
Some high school

3

High school graduate

9

Some college

4
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College graduate

7

Graduate degree

1

Less than $15,000

5

$15,000 - $24,999

8

$25,000 - $34,999

2

$35,000 - $49,999

3

$50,000 - $74,999

1

$75,000 - $99,999

1

$100,000 and over

4

Married

12

Partnered

3

Separated

1

Single

8

Full-time employed

15

Unemployed

9

Yes

9

No

15

Family Income

Marital Status

Employment

History of Mental Illness
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Table 2
Age & Obstetrical Demographics (n= 24)
Minimum
19

Maximum
35

Mean
26.54

Gravida

1

5

1.79

1.06

Para

0

3

.88

.992

Age

Std Deviation
4.60

Instruments and Theoretical Variables
Instruments used for this study were based on a modified version of the
Health Belief Model. They were designed to measure the impact that the
educational intervention had on the participants’ knowledge of PPD, stigmatizing
views towards seeking psychological help, and willingness to seek psychological
help. The internal consistency of the instruments used in this study was
assessed and all had an acceptable Cronbach’s alpha coefficient (> .70) except
the help-seeking propensity subscale (a = .602) and the indifference to stigma
subscale (a = .639). Table 3 demonstrates Cronbach’s Alpha calculations for all
instruments and subscales.
Table 3
Internal Consistency of Study Instruments
Study Instrument

Number of Items

Cronbach Alpha

IASMHS

24

a = .844

Psychological Openness

8

a = .811

Subscale
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8

a = .602

8

a = .639

BAPS

18

a = .895

Intent Subscale

6

a = .901

Stigma Tolerance Subscale

8

a = .726

Expertness Subscale

4

a = .874

KPPD

17

a = .778

Help-Seeking Propensity
Subscale
Indifference to Stigma
Subscale

The Inventory of Attitudes Towards Seeking Mental Health Services
(IASMHS) was used to measure the participants’ stigmatizing views towards
seeking psychological help, and their willingness to seek psychological help
before and after the intervention. Prior to the intervention, the median score for
the IASMHS was moderate (Md =71.0). The preintervention score for the
psychological openness subscale was also moderate (Md = 21.5), and the
scores for indifference to stigma (Md = 25.0) and help-seeking propensity (Md =
26.0) were high.
The Beliefs about Psychological Services (BAPS) was used to measure
the participants’ stigmatizing views towards seeking psychological help, and their
willingness to seek psychological help before and after the intervention. Prior to
the intervention, the median total score for BAPS was moderate (Md = 85.0).
Preintervention scores for the subscales of intent (Md = 26.0) and expertness
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were moderate. Prior to the intervention, the score for subscale of stigma
tolerance was high (Md = 42.0).
The Knowledge of Postpartum Depression (KPPD) was used to measure
the participants’ level of knowledge regarding PPD. Each correct answer is
awarded one point with higher scores indicating greater knowledge of postpartum
depression. Prior to the intervention, the median score for knowledge of PPD
was moderate (Md = 11.5).
Results for Research Questions
Research Question 1
Research Question 1: Do pregnant women who receive a brief
educational intervention report less stigmatizing views towards seeking
psychological help for PPD after the intervention as compared to before the
intervention? Total scores and results of associated subscales from the IASMHS
and the BAPS were used to examine research question 1, and Wilcoxon signed
rank tests were performed. The Wilcoxon signed rank test revealed that total
scores, based on the IASMHS, were significantly higher after the intervention
(Md = 80.50, n = 24) compared to before (Md = 71.00, n = 24), z = - 3.45, p = <
.001. Results demonstrate that overall attitudes toward seeking mental health
services improved following the intervention.
In examining the IASMHS indifference to stigma subscale, a Wilcoxon
signed rank test was used to identify whether participants were concerned about
others finding out they were seeking psychological help after the intervention (Md
= 24.00 x, n = 24) compared to before the intervention (Md = 25.00, n = 24),
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Following the intervention, results from the indifference to stigma subscale
indicated no statistically significant difference in participants’ concern about
others finding out they are seeking psychological help (p = .481).
The Wilcoxon signed rank test also revealed that total scores for
stigmatizing views towards seeking psychological help for PPD, based on the
BAPS, were significantly higher after the educational intervention (Md = 93.00, n
= 24) compared to before (Md = 85.00, n = 24), z = -- 3.00, p = .003. Total scores
examining beliefs about psychological services were significantly higher after the
intervention (z = -- 3.00, p = .003). Results from the stigma tolerance subscale of
the BAPS revealed a significant increase in stigma tolerance after the
intervention (Md = 43.00, n = 24) compared to before the intervention (Md =
42.00, n = 24), z = - 1.98, p = .047. Participant’s negative beliefs regarding
seeking psychological help were improved following the intervention.
Research Question 2
Research Question 2: Do pregnant women who receive a brief
educational intervention report increased knowledge of PPD after the intervention
as compared to before the intervention? The KPPD was used to examine
research question 2 and a Wilcoxon signed rank test was performed. The
Wilcoxon signed rank test revealed that scores for knowledge of PPD were
significantly higher after the educational intervention (Md = 14.00, n = 24)
compared to before (Md = 11.5, n = 24), z = -- 3.24, p = .001. Among the
participants, knowledge of PPD significantly increased following the intervention.
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Research Question 3
Research Question 3: Do pregnant women who receive a brief
educational intervention report increased willingness to seek psychological help
for PPD should they experience associated symptoms after the intervention as
compared to before the intervention? To examine research question 3, results
from analysis of the IASMHS, the BAPS, and associated subscales were
evaluated, and Wilcoxon signed rank tests were performed. As indicated above,
the Wilcoxon signed rank test revealed that overall scores, based on the
IASMHS, were significantly higher after the intervention (Md = 80.50, n = 24)
compared to before (Md = 71.00, n = 24), z = -- 3.45, p = < .001. Similarly, the
Wilcoxon signed rank test also revealed overall scores based on the BAPS, were
significantly higher after the educational intervention (Md = 93.00, n = 24)
compared to before (Md = 85.00, n = 24), z = -- 3.00, p = .003. Scores from both
instruments, the IASMHS and the BAPS, demonstrated increased willingness to
seek psychological help following the intervention.
Two subscales of the IASMH, psychological openness and help seeking
propensity, were used to examine willingness to seek psychological help for PPD
symptoms. Wilcoxon signed rank tests were conducted. Results from the
psychological openness subscale demonstrate participants were more likely to
acknowledge their psychological issues and to seek help after the intervention
(Md = 26.00, n = 24) compared to before the intervention (Md = 21.50, n = 24), z
= - 3.62, p = <.001. However, results from the help seeking propensity subscale
indicated no statistically significant difference in participant belief regarding ability
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to seek help after the intervention (Md = 28.00, n = 24) compared to before the
intervention (Md = 26.00, n = 24), z = - 1.90, p = .057.
A Wilcoxon signed rank test was used to examine the intent subscale of
the BAPS. Results indicated participants were more willing to seek help after the
intervention (Md = 31.50, n = 24) compared to before the intervention (Md =
26.00, n = 24), z = - 2.207 x, p = .027. Additionally, examination of the
expertness subscale of the BAPS was evaluated using a Wilcoxon signed rank
test. The subscale examines one’s beliefs regarding a psychologist’s ability to
provide effective treatment. Results indicated participants’ beliefs regarding a
psychologist’s ability to provide effective treatment for PPD improved after the
intervention (Md = 20.00, n = 24) compared to before the intervention (Md =
18.00, n = 24), z = - 3.069, p = .002.
Results for Hypotheses
Hypothesis 1
Hypothesis 1: Pregnant women who receive a brief educational
intervention will report less stigmatizing views towards seeking psychological
help for PPD after the intervention as compared to before the intervention. Total
scores and subscale scores from the IASMHS and the BAPS were used to
examine hypothesis 1, and Wilcoxon signed rank tests were performed. The
Wilcoxon signed rank test revealed that total scores, based on the IASMHS,
were significantly higher after the intervention (Md = 80.50, n = 24) compared to
before (Md = 71.00, n = 24), z = - 3.45, p = < .001. Results demonstrate that
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overall attitudes toward seeking mental health services improved following the
intervention. The data supported Hypothesis 1.
Hypothesis 2
Hypothesis 2: Pregnant women who receive a brief educational
intervention will report increased knowledge of PPD should they experience
associated symptoms after the intervention as compared to before the
intervention. The KPPD was used to examine Hypothesis 2 and a Wilcoxon
signed rank test was performed. The Wilcoxon signed rank test revealed that
scores for knowledge of PPD were significantly higher after the educational
intervention (Md = 14.00, n = 24) compared to before (Md = 11.5, n = 24), z = -3.24, p = .001. Among the participants, knowledge of PPD significantly increased
following the intervention. The data supported Hypothesis 2.
Hypothesis 3
Hypothesis 3: Pregnant women who receive a brief educational
intervention will report increased willingness to seek psychological help for PPD
should they experience associated symptoms after the intervention as compared
to before the intervention. To examine Hypothesis 3, results from analysis of the
IASMHS, the BAPS, and associated subscales were evaluated, and Wilcoxon
signed rank tests were performed. As indicated above, the Wilcoxon signed rank
test revealed that overall scores, based on the IASMHS, were significantly higher
after the intervention (Md = 80.50, n = 24) compared to before (Md = 71.00, n =
24), z = -- 3.45, p = < .001. Similarly, the Wilcoxon signed rank test also revealed
overall scores based on the BAPS, were significantly higher after the educational
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intervention (Md = 93.00, n = 24) compared to before (Md = 85.00, n = 24), z = -3.00, p = .003. Scores from both instruments, the IASMHS and the BAPS,
demonstrated increased willingness to seek psychological help following the
intervention. The data supported Hypothesis 3.
Table 4
Pre and Post-test Results (n = 24)
Study Instrument

IASMHS
(0 – 96)

Pre-test
Md
(Range)
71.0
(30 – 105)

Post-test
Z score
Md
Wilcoxon
Range)
80.5
- 3.45
(63 – 108)

Psychological Openness

21.5

26.0

Subscale (0 – 32)

(7 – 32)

(5 – 32)

p value

< .001

- 3.63

< .001

Help-Seeking Propensity 26.0
Subscale (0 – 32)
(19 – 32)

28.0
(19 – 32)

- 1.91

.057

Stigma Indifference
Subscale (0 – 32)

25.0
(14 – 28)

24.0
(12 – 28)

- .306

.760

BAPS
(18 – 108)

85.0
(30 – 105)

93.0
(63 – 108)

- 3.01

.003

Intent Subscale
(6 – 36)

26.0
(6 – 36)

31.5
(18 – 36)

- 2.21

.027

Stigma Tolerance
Subscale (8 – 48)

42.0
(17 – 48)

43.0
(31 – 48)

- 1.99

.047

Expertness Subscale
(4 – 24)

18.0
(7 – 24)

20.0
(9 – 24)

- 3.07

.002

KPPD
(0 – 17)

11.5
(7 – 15)

14
(7 – 17)

- 3.25

.001
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Summary
This chapter presented the results of a single group, pre-test post-test,
quasi-experimental, pilot study that examined the feasibility of an antenatal
educational intervention. A description of participants’ characteristics, findings
from the questionnaires, and results of the research questions and hypotheses
were reported. In this small sample of pregnant women, stigmatizing views
towards seeking psychological help were significantly decreased while
knowledge of PPD and willingness to seek psychological help were significantly
increased following the brief educational intervention. Discussions of the findings
in this study will be included in Chapter V.

CHAPTER V
DISCUSSION AND CONCLUSIONS
The purpose of this pre-test, post-test, one group study was pilot testing
an educational intervention about PPD in pregnant women to determine if the
structured educational intervention would result in decreased stigma towards
seeking psychological help, increased knowledge of PPD, and increased
willingness to seek help. This research is important because it is one of only a
few studies designed to address barriers to help-seeking behavior for PPD, and
preintervention data suggests the intervention was needed among this population
as evidence by stigmatizing beliefs regarding help-seeking and deficiencies in
knowledge of PPD. This chapter presents a discussion of the study’s findings,
conclusions, strengths, limitations, and implications for future research and
clinical practice.
Efficacy of Intervention
A modified version of the health belief model (HBM) was used for the
development and implementation of the online educational intervention in this
study. Based on the model concepts, it was hypothesized that pregnant women
who receive a brief educational intervention will report less stigmatizing views
towards seeking psychological help for PPD, increased knowledge of PPD,
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and increased willingness to seek psychological help after the intervention as
compared to before the intervention. The hypotheses were supported.
Perceived Stigma
Stigma surrounding PPD continues to be a major barrier to help-seeking
behavior among postpartum women (Elliot et al., 2020; Hansotte et al., 2017;
Kilgoe, 2021). The current study examined participants’ stigmatizing views before
and after the educational intervention and aimed to improve participants’ views of
seeking psychological help for PPD. Findings from the BAPS demonstrate a
significant improvement in participants’ stigma tolerance for seeking
psychological help after the intervention. Based on the IASMHS and BAPS total
scores, participants’ overall attitudes towards seeking psychological help were
also significantly improved following the intervention. These findings are
consistent with where stigma is lessened following educational interventions.
In examining the indifference to stigma subscale, the change in
participants’ indifference to stigma on the IASMHS after the intervention did not
reach a level of statistical significance. This finding may be due to a slight
difference in factors being measured between the two scales. Stigma tolerance
refers to one’s negative beliefs regarding seeking psychological help (Aegisdottir
& Gerstein, 2009). However, indifference to stigma reflects how concerned one is
about others finding out that they are seeking psychological help (Mackenzie et
al., 2004). These finding indicate that participants’ stigma regarding seeking
psychological help was improved, but their beliefs about how others will view
them when seeking psychological help did not improve.
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Research has shown that women are more likely to seek psychological
help for PPD when supported by their significant other (Iturralde et al., 2021;
Prevatt & Desmarais, 2018; Silva et al., 2018). Significant others who were found
to have less stigmatizing views of PPD were more likely to recommend seeking
help for PPD (Branquinho et al., 2020). The possible inclusion of support people
in educational interventions regarding PPD is discussed under suggestions for
future research.
Lack of Knowledge
Despite recommendations emphasizing the importance of PPD education
and treatment, lack of knowledge regarding PPD continues to be a major barrier
to help-seeking behavior (Beasley, 2020). Due to lack of knowledge, women are
unaware of the signs and symptoms of PPD; therefore, they do not seek
psychological help (21; Fonseca et al., 2015; Guy et al., 2014; Hadfield &
Wittkowski, 2017; Henshaw et al., 2016; Newman et al., 2019). Research has
shown that many women who suffered from PPD thought their feelings were a
normal part of adjusting to motherhood (Cacciola & Psouni, 2020; Hansotte et al.,
2017).
A goal of the present study was to increase women’s knowledge of PPD
by implementing an online educational intervention based on constructs of the
HBM. The participants’ knowledge of PPD was moderate prior to the educational
intervention. When comparing pre and post intervention changes, scores for the
KPPD were higher after the educational intervention. The intervention may be
responsible for these changes. When developing the intervention, the student PI
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included various aspects related to lack of knowledge of PPD found throughout
the literature.
There is limited literature examining knowledge of PPD in any population.
However, Beasley et al. (2021) examined knowledge of antepartum depression
in medical and nurse practitioner students and reported significantly increased
knowledge scores after a very brief educational intervention. These findings are
consistent with previous research which found that mental health literacy was
significantly improved following an educational intervention in high school
students (Liddle et al., 2021), college students (Aegisottir et al., 2011), and
educators (Wei et al., 2020).
Willingness to Seek Help
PPD responds best to treatment and results in fewer maternal and infant
complications when diagnosed early (American College of Obstetricians and
Gynecologists, 2018); however, many women suffering from PPD wait until crisis
point to seek psychological help, if they seek help at all (Foulkes, 2011; Rai et al.,
2015). Research has found that this lack of help-seeking or willingness to seek
help is often contributed to perceived stigma and lack of knowledge regarding
PPD (Bina, 2020; Cacciola & Psouni, 2020; Newman et al., 2019). Studies have
shown that education on PPD is needed to increase women’s help-seeking
behavior (Manso-Cordoba, 2020; Smith et al., 2019). Based on findings from
Johnson et al. (2020), encouraging women to seek psychological help without
providing education on PPD is not sufficient to increase women’s willingness to
seek psychological help. In the current study, baseline data indicated that
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participants’ willingness to seek psychological help for PPD was moderate.
Following the educational intervention, participants’ total scores on the IASMHS
and BAPS indicated that attitude and overall willingness to seek help significantly
improved.
Although participants’ willingness and intent to seek psychological help
was significantly improved after the intervention, their change in help-seeking
propensity did not result in significant improvement. This finding is consistent with
previous literature demonstrating that an educational intervention had no effect
on women’s help-seeking propensity (Thorsteinsson et al., 2018). Help seeking
propensity differs from intent to seek help (Aegisdottir & Gerstein, 2009;
Mackenzie et al., 2004) and may explain this lack of significance. The current
study indicates that participants are more willing to seek help following the
intervention, but they do not feel they have the ability to actually seek help.
Information regarding intervention modifications to address help seeking
propensity is discussed under suggestions for future research.
Feasibility of the Intervention
Findings previously discussed suggest this intervention may be feasible
with minor changes to the methodology. Feasibility and is examined in relation to
strengths and limitations of the study.
Strengths
This pilot study provided valuable information about the preliminary
efficacy and feasibility of an online educational intervention regarding PPD.
Currently, there are no other educational interventions in the literature aimed at
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increasing knowledge of PPD, decreasing perceived stigma, and increasing
willingness to seek help. This study was also unique in that the sample consisted
of pregnant women ranging from 13 to 40 weeks gestation rather than
postpartum women. This is important due to the negative maternal and child
effects that can occur as a result of PPD. In order to improve treatment success
and decrease negative effects, PPD must be diagnosed and treated in a timely
manner (American College of Obstetricians and Gynecologists, 2018). If
education on PPD occurs at all, it is typically completed upon discharge from the
postpartum unit when women are overwhelmed and sleep deprived (McCarterSpaulding & Shea, 2016). PPD can be treated earlier if women are aware of
signs and symptoms to look for prior to childbirth. The online format was also a
strength of the study by allowing women to complete the intervention at their own
pace and at a time and location of their choice.
Limitations
Since this is the first educational intervention to address stigma,
knowledge, and help-seeking behavior associated with PPD, the pilot study
findings are valuable and give insight into areas of future research needed for
this population. Although, useful information has been obtained from this study,
there are some limitations that should be considered. Some of these limitations
include convenience sampling, sample size, and intervention development.
Sample
Convenience sampling was used to recruit participants for this study.
Participants were recruited from a small OBGYN office in Opelika, AL and via
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social media. Although social media was used, participants were located in the
same geographic area. This method of recruitment affected the external validity
of the study and the generalizability of the results to individuals living in other
areas of the country. Demographically, participant characteristics were consistent
with the geographical location of the study with the exception for ethnicity. Future
studies need to include a more diverse racial and ethnic population. Publishing
the intervention in different languages can also help increase recruitment and
diversity among participants.
The small sample size was also a limitation of the study. Social media was
added as a means of recruitment to increase the sample size. The addition of
social media increased the number of participants but not as much as
anticipated. However, a small sample size is expected in a pilot study. Future
studies could benefit by including additional recruitment sites such as larger
OBGYN practices and the health department.
Intervention
Ample resources were available to develop the intervention implemented
in the current study. However, to increase participant engagement, future studies
could obtain computer software that would allow the addition of learning activities
that require responses throughout the intervention.
Study design
Another limitation of this study was the use of a one-group pretest-posttest
design. This design does not allow assumptions of causality because a control or
comparison group was not utilized. The lack of a control or comparison group
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made it difficult to determine if the change in scores was due to a practice effect
or a treatment effect.
The internal consistency of two of the subscales on the IASMHS were also
a limitation of the study and may have accounted for lack of statistical
significance. The Cronbach alphas for the indifference to stigma subscale and
the help-propensity subscale were below the acceptable level of .70 in this
population of pregnant women. However, in the literature, the internal
consistency for both subscales was acceptable.
Implications
It is estimated that only 15% of women who have PPD seek psychological
help (Corrigan et al., 2015; Fonseca et al., 2015). When untreated, PPD can
persist for years and result in long-term adverse outcomes in the mother and
child (Brazier, 2019; Garza, 2018; Putnick et al., 2020). However, the early
diagnosis and treatment of PPD has been found to prevent or reduce negative
maternal and child effects (American College of Obstetricians and Gynecologists,
2018). The findings from this pilot study have important implications for clinical
practice, education, and future research regarding PPD.
Clinical Practice
The American College of Obstetricians and Gynecologists (2018)
recommends all pregnant women receive education on PPD prior to the delivery
of their child. However, many women deny receiving any information or
education on PPD throughout the duration of their pregnancy and postpartum
period (Byatt et al., 2013a; Hannan, 2016). The findings from this study can
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assist obstetrical providers or nurses in the development of interventions or
programs that address help-seeking behavior in women with PPD.
Many healthcare providers do not discuss PPD with their patients due to
time constraints (Wittenburg et al., 2018). An online intervention such as the one
in the current study allows providers to educate their patients about PPD without
the use of additional time. It also ensures that all patients receive thorough and
consistent information about all aspects of PPD, treatment, and help-seeking.
Since the intervention requires internet access, providers may want to explore
options for patients who do not have access to the internet. Allowing patients to
utilize Wi-Fi while at their office and dedicating two or three tablets for
intervention use may be feasible options to ensure that the lack of internet or
mobile devices does not serve as a barrier to PPD education.
Education
PPD is one of the most under recognized and underdiagnosed conditions
in the postpartum period (Beasley, 2021). Research shows there is a lack of
patient education regarding PPD during the prenatal and postpartum periods
(American College of Obstetricians and Gynecologists, 2018; Byatt et al., 2013a;
Hannan, 2016). This lack of patient education may be partially due to a lack of
knowledge regarding PPD among providers and nurses. Limited knowledge of
PPD among healthcare professionals was identified as a main barrier to patient
education, diagnosis, and treatment of PPD (Beasley, 2021; Docherty et al.,
2020; Ransing et al., 2020; Zielinksi, 2021). Nurses and providers reported
feeling uncomfortable educating patients about PPD due to their own lack of
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knowledge about the subject (Beasley, 2021; Zielinski, 2021). This lack of
knowledge also prevented providers from diagnosing and treating patients with
PPD (Beasley, 2021; Byatt et al., 2013a; Docherty et al.,2020; Ransing et al.,
2020). Research suggests that removing this barrier, by providing PPD education
to healthcare professionals, has the potential to enhance prenatal and
postpartum care (Beasley, 2021). Therefore, in addition to educating pregnant
women, there is also a need to educate nurses and providers regarding PPD.
In order to address this need, PPD education should be included in annual
competencies that are required for providers and nurses. The implementation of
the intervention presented in this study could serve to meet this competency.
However, providers and nurses could benefit more patients if PPD
education was introduced in their didactic studies. Incorporating a slightly
modified version of the current intervention into medical and nursing school
curricula has the potential to increase students’ knowledge of PPD before they
begin clinical practice.
Research
This pilot study significantly decreased pregnant women’s stigmatizing
views towards seeking psychological help while increasing their knowledge of
PPD and their willingness to seek help. However, the small sample size
decreased the generalizability of these findings. Therefore, it is suggested that
future studies include larger sample sizes. The use of a control group in future
studies is also recommended to increase internal validity. Additionally,
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conducting follow-up surveys with participants regarding their actual help-seeking
behavior would be beneficial in assessing reliability of the study findings.
Although, the study variables were significantly improved following the
intervention, revisions are warranted for future research. Participants’ intent or
willingness to seek help improved; however, their ability to seek help did not
improve. This is most likely due to the limited information about how to seek help
in the intervention. The intervention included where to receive help locally and
online; however, additional information such as how to decide who to contact
based on specific circumstances and what to say when seeking an appointment
may increase women’s help-seeking propensity.
Participants’ stigma tolerance was also significantly improved following the
intervention. Conversely, the change in their indifference to stigma scores was
not statistically significant suggesting that the participants would be concerned if
others found out they were seeking psychological help. This finding is consistent
with previous literature indicating that women’s significant others have a major
impact on their help-seeking behavior (Prevatt & Desmarais, 2018; Silva et al.,
2017). Significant others’ acceptance and less stigmatizing views were found to
be a facilitator of help-seeking behavior among women with PPD (Feely et al.,
2016; Henshaw et al., 2013). Future interventions should be developed to include
women’s significant others and/or support persons in an attempt to improve
women’s indifference to stigma and help-seeking behavior for PPD.
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Conclusion
Perceived stigma and lack of knowledge regarding PPD have been shown
to prevent women from seeking psychological help for the treatment of PPD.
When PPD is untreated, it can negatively affect the mother and her child in
various ways. However, prompt diagnosis and treatment has been shown to
significantly decrease these negative effects (American College of Obstetricians
and Gynecologists, 2016a; National Institute of Mental Health, 2017; Rafferty et
al., 2019). The findings in this study add to the limited body of knowledge
examining help-seeking behavior for PPD. This was the first known study that
aimed to decrease stigma towards seeking psychological help for PPD while
increasing knowledge of PPD and willingness to seek help in pregnant women.
This study demonstrated the efficacy of an online educational intervention in
decreasing stigma and increasing knowledge and willingness to seek help for
PPD. Implementation of this educational intervention with minor changes on a
larger scale is merited.
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APPENDICES
Appendix A – Participant Characteristics/Demographics
Please select all that apply in each category.
1. Age:
2. Ethnic Group (select all that apply):
a. ________ White (Caucasian)
b. ________ Black/African American
c. ________ Hispanic/Latino
d. ________ Asian
e. ________ Other, please specify ____________
3. Education: (select highest degree earned)
a. ________ Some high school
b. ________ High school graduate
c. ________ Some college
d. ________ College graduate
e. ________ Graduate degree
4. Employment: (select one)
a. ________ Full-time employment
b. ________ Part-time employment
c. ________ Unemployed
5. Marital Status
a. ________ Married
b. ________ Divorced
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c. ________ Partnered
d. ________ Separated
e. ________ Widowed
f. ________ Single
6. Family Income:
a. ________ Under $15,000
b. ________ $15,000 to $24,999
c. ________ $25,000 to $34,999
d. ________ $35,000 to $49,999
e. ________ $50,000 to $74,999
f. ________ $75,000 to $99,999
g. ________ $100,000 and over
7. Have you ever been diagnosed with a mental illness?
a. ________ Yes
b. ________ No
8. How many times have you been pregnant? _____
9. How many children have you given birth to (vaginal delivery or cesarean section)? _____
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Appendix B – Inventory of Attitudes Towards Seeking Mental Health Services
(IASMHS)
The term professional refers to individuals who have been trained to deal with mental
health problems (e.g., psychologists, psychiatrists, social workers, and family physicians). The
term psychological refers to reasons one might visit a professional. Similar terms include mental
health concerns, emotional problems, mental troubles, and personal difficulties.
For each item, indicate whether you disagree (0), somewhat disagree (1), are undecided
(2), somewhat agree (3), or agree (4):
Disagree

Agree

1. There are certain problems which should not be discussed outside
of one’s immediate family……………………………………….

[0

1

2

3

4]

2. I would have a very good idea of what to do and who to talk to if I
decided to seek professional help for psychological problems……

[0

1

2

3

4]

3. I would not want my significant other (spouse, partner, etc.) to
know if I were suffering from psychological problems……………

[0

1

2

3

4]

4. Keeping one’s mind on a job is a good solution for avoiding personal
worries and concerns……………………………………………….. [ 0

1

2

3

4]

5. If good friends asked my advice about a psychological problem, I
might recommend that they see a professional……………………..

[0

1

2

3

4]

6. Having been mentally ill carries with it a burden of shame………..

[0

1

2

3

4]

7. It is probably best not to know everything about oneself…………..

[0

1

2

3

4]

8. If I were experiencing a serious psychological problem at this
point in my life, I would be confident that I could find relief
in psychotherapy……………………………………………………

[0

1

2

3

4]

9. People should work out their own problems; getting professional
help should be a last resort………………………………………….

[0

1

2

3 4]

10. If I were to experience psychological problems, I could get
professional help if I wanted to……………………………………..

[0

1

2

3

4]

11. Important people in my life would think less of me if they were to
Find out that I was experiencing psychological problems………….

[0

1

2

3

4]

12. Psychological problems, like many things, tend to work out by
Themselves………………………………………………………

[0

1

2

3 4]
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13. It would be relatively easy for me to find the time to see a professional
for psychological problems……………………………………..
[0

1

2

3 4]

14. There are experiences in my life I would not discuss with anyone…. [ 0

1

2

3

15. I would want to get professional help if I were worried or upset for
a long period of time…………………………………………………. [ 0

1

2

3 4]

16. I would be uncomfortable seeking help for psychological problems
because people in my social or business circles might find out
about it……………………………………………………………….

[0

1

2

3 4]

17. Having been diagnosed with a mental disorder is a blot on a
person’s life………………………………………………………….

[0

1

2

3

4]

18. There is something admirable in the attitudes of people who are
willing to cope with their conflicts and fears without resorting
to professional help………………………………………………….

[0

1

2

3

4]

19. If I believed I were having a mental breakdown, my first inclination
would be to get professional help………………………………….. [ 0

1

2

3

4]

20. I would feel uneasy going to a professional because of what some
people would think………………………………………………….

[0

1

2

3 4]

21. People with strong characters can get over psychological problems
by themselves and would have little need for professional help…..

[0

1

2

3

4]

22. I would willingly confide intimate matters to an appropriate
person if I thought it might help me or a member of my family…..

[0

1

2

3

4]

23. Had I received treatment for psychological problems, I would not
feel that it ought to be “covered up”……………………………….

[0

1

2

3

4]

24. I would be embarrassed if my neighbor saw me going into the office
of a professional who deals with psychological problems………...
[0

1

2

3 4]

4]
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Appendix C – Beliefs About Psychological Services (BAPS)
Using the scale below, please check the circle that best represents your views on the
following statements.
Strongly Disagree (1) (2) (3) (4) (5) (6) Strongly Agree
1. If a good friend asked my advice about a serious problem, I
(1) (2) (3) (4) (5) (6)
would recommend that he/she seek professional psychological help.
2. I would be willing to confide my intimate psychological
concerns to a psychologists or other health care provider.

(1) (2) (3) (4) (5) (6)

3. Seeking professional psychological help is helpful when
you are going through a difficult time in your life.

(1) (2) (3) (4) (5) (6)

4. At some future time, I might want to seek professional
psychological help.

(1) (2) (3) (4) (5) (6)

5. I would feel uneasy seeking professional psychological help
because of what some people might think.

(1) (2) (3) (4) (5) (6)

6. If I believed I was having a serious problem, my first
inclination would be to seek professional psychological help.

(1) (2) (3) (4) (5) (6)

7. Because of their training, psychologists or other health care
providers can help you find solutions to your problems.

(1) (2) (3) (4) (5) (6)

8. Seeking professional psychological help means that I am
a weak person.

(1) (2) (3) (4) (5) (6)

9. Psychologists or other health care providers are good to
talk to because they do not blame you for the mistakes you
have made.

(1) (2) (3) (4) (5) (6)

10. Having sought professional psychological help stigmatizes
a person’s life.

(1) (2) (3) (4) (5) (6)

11. There are certain problems that should not be discussed with
a stranger such as a psychologists or other health care
providers.

(1) (2) (3) (4) (5) (6)

12. I would seek professional psychological help if I was worried
or upset for a long period of time.

(1) (2) (3) (4) (5) (6)
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13. Psychologists or other health care providers make people
feel that they cannot deal with their own problems.

(1) (2) (3) (4) (5) (6)

14. It is good to talk to someone like a psychologist or other health
care providers because everything you say is confidential.

(1) (2) (3) (4) (5) (6)

15. Talking about problems with a psychologist or other health care (1) (2) (3) (4) (5) (6)
providers strikes me as a poor way to get rid of emotional conflicts.
16. Psychologists or other health care providers provide valuable
Advice because of their knowledge about human behavior.

(1) (2) (3) (4) (5) (6)

17. It is difficult to talk about personal issues with highly educated
people such as psychologists or other health care providers.

(1) (2) (3) (4) (5) (6)

18. If I thought I needed psychological help, I would get this help
no matter who knew I was receiving this assistance.

(1) (2) (3) (4) (5) (6)
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Appendix D – Knowledge of Postpartum Depression (KPPD)
The following questions are about your understanding of the symptoms of postpartum depression
and the way it can be treated. Please tell me whether the statements below are true or false?
1. If a woman is going to develop postpartum depression, she will experience symptoms of
postpartum depression within the first three months after childbirth….True or False
2. Postpartum depression often goes away without treatment….True or False
3. Another term for postpartum depression is the Baby Blues….True or False
4. Women with postpartum depression experience frequent mood changes between happy
and sad….True or False
5. In order to develop postpartum depression, a woman must a have a prior history of
mental illness….True or False
6. Eating too much or too little is a symptom of postpartum depression …. True or False
7. Postpartum depression is one of the most common medical complications in the
postpartum period…True or False
8. Having postpartum depression is often the mother’s fault….True or False
9. Postpartum depression can negatively affect one’s memory and concentration…True or
False
10. One in twenty women will develop postpartum depression ….True or False
11. Antidepressant medications are addictive ….True or False
12. Most women who have postpartum depression are violent….True or False
13. Prenatal vitamins can be used to treat postpartum depression ….True or False
14. Postpartum depression can negatively affect the baby’s health….True or False
15. Aches and pains, headaches, and stomach pain are symptoms of postpartum
depression….True or False
16. Postpartum depression is always caused by a fluctuation in hormones….True or False
17. The only effective treatment for postpartum depression is antidepressant
medication….True or False

